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Ac complete parenteral program 
OP. CUED Y. geneva) fospiulal 






1. Special Solutions 





Aminosol® 5% with Dextrose 5% —a protein hydrolysate containing all of the 
essential amino acids plus dextrose. It is stable, sterilized by autoclaving, and 
biologically tested for growth promotion, maintenance of nitrogen balance, and 
freedom from antigenicity and pyrogens . . . Aleohol 5% in Beclysyl® . . . Also 
Alcohol 5% and Dextrose 5% in Isotonic Solution of Sodium Chloride .. . 
Beclysy!—B complex factors, thiamine, riboflavin and nicotinamide, with Dextrose, 
5% or 10%, in Isotonic Solution of Sodium Chloride or Water for Injection. 























2. Anticoagulants and Blood Preservatives 





Sodium Citrate 3% Solution . . . Dextrose-Citrate-Buffer Solution (closed tech- Ci 
nique) . . . A-C-D Solution (closed technique). All in sterile containers, ready ‘ 
for use . . . Also empty sterile containers for plasma pooling and storage. 


Standard Solutions 





Dextrose at different levels of concentration in the various common diluents of 
Sodium Chloride, Water, Ringer’s and Hartmann’s . . . Isotonic Salt Solutions 
—Sodium Chloride; Ringer’s; Hartmann’s; and Sodium r-Lactate, )6 Molar. 





Disposable Venoclysis Equipment 





Venopak—sterile, ready to use for simple infusions and transfusions . . . Secondary 
Disposable Unit—to be used in combination with Venopak for continuous venoc- 
lysis and indirect transfusions of blood or plasma . . . Disposable Blood Filter 
—monel metal screen filter, sealed in ampoule ready to use. 


The Abbott Parenteral Solution Program is adaptable to your hospital needs. 
Ask your Abbott representative for a demonstration . . . or write directly to 
Hospital Division, ABBoTT LaBoraTories, NORTH CuIcaco, ILLINOIS. 














Intravenous Solutions 7/7’ Venoclysis Equipment 
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REMEMBER ...Every Department of 
the Hospital Depends on the Laundry 











occupancy makes it necessary to economize on 

linens. Their work is too important to be ham- 
pered by such restrictions. The laundry should be 
modernized NOW, so it can meet the greater demand 
for clean linens... relieve the strain from your over- 
burdened staff. 


[) cccure are tired of the excuse that increased 


Modernizing the laundry offers so many advan- 
tages, it's inexcusable to delay. New, high-speed ma- 
chines produce all the clean linens you need, in 
shorter time. Linens are laundered more attractively. 
Departments receive fresh supplies on shorter sched- 
ule. You require less linen inventory. Yet, there are 
always plenty of clean linens for any emergency. 
You make big labor-savings, reduce operating costs. 
You save real money that soon pays for mod- 
ernization. 


Investigate all the advantages modern laundry 
equipment will give you. Have a talk with our 


Laundry Advisor. WRITE TODAY. 
Kar 


) THE 
\AMERICAN LAUNDRY 
' MACHINERY CO. 


CINCINNATI 12, OHIO 











Modernized laundry at 152-bed O'Connor Sanitarium, San Jose, Cal., provides urgently needed increase in production of clean 
linens with CASCADE Automatic Unloading Washer with Companion Control, left, and Hoist-Loaded NOTRUX Extractor, right. 
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My poetic urge 
Does not surge, 
But it will sprout 
Without a doubt. 


Perhaps I am that way because 
my father, when a very young 
school teacher on Roanoke Island, 
produced his version of the fate of 
Virginia Dare and the Lost Colony 
in Homeric stanzas. But even at 
that, what chance have I following 
Columnist John Hayes, who has 
been bursting at the seams all year 
and then explodes with a whole 
column of verse? His predecessors 
were no mean performers. In any 
event I will do my best. Angels can 
do no better. 

xk 

Kay Kyser and the convention 
are history and ably reported else- 
where, but I cannot refrain from 








mentioning Florence King’s ar- 
rangements committee. That Mon- 
day evening party was something 
to talk about. Captain Stone, here 
from London, almost stole the show. 

The bulletin did not mention 
one luncheon on Thursday. So 
many familiar faces from the South 
made me homesick. ‘They still wor- 
ry about my personal appearance. 
An ancient hat was stolen and re- 
placed with a new Stetson when 
I left North Carolina seven years 
ago. As a gentle reminder this 
time they gave me a white shirt 
and new tie. Mother Mary Raphael 
and the Sisters of Mercy of Char- 
lotte sent red roses with their best 
wishes. Years ago they taught me 
about hospitals, including book- 
keeping by Sister Benedicta, a 
saint if there ever was one. 

The new Coordinating Commit- 














“WORTH HIS 


This is the way an overburdened administrator recently ex- 
pressed his appreciation for the assistant we sent him. 


Younger men with exceptional qualifications are now available. 
They’re well-trained, with the personality and ability to handle 
the thousand and one details that can tie up your valuable time. 


If you’re considering an assistant, write to us today. Our roster 
has a number of outstanding young men who have completed 
their formal training in hospital administration. 


BURNEICE LARSON, Director 


THE MEDICAL BUREAU 
W/ Palmolive Bldg. at 919 N. Michigan Ave: 
CHICAGO .. . <« ILLINOTS 


WEIGHT 
IN GOLD” 
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tee and Board of ‘Trustees got 
down to business on Friday after 
all the excitement died down. Dis- 
cussion centered around activities 
of Dwight Barnett’s new Council 
on Prepayment Plans and Hospi- 
tal Reimbursement (too much ol 
a mouthful). A man-sized job faces 
it during the next few months. 
kk 


First chore Saturday after St. 
Louis was drawing 25 bushels of 
wheat to the Farm Bureau to be 
cleaned and treated for seeding 
15 acres. Toting 120-pound sacks 
of wheat around is good for what 
is wrong with you. At 35 bushels to 
the acre and $3 a bushel, that fig- 
ures out $1,575. I hope income 
taxes go down next year. This 
wheat may end up in_ hungry 
European bellies, a weapon in the 
war against Communism. 

A farm keeps the blood pressure 
just right. There is satisfaction in 
raising your own meat, fruits and 
vegetables. Anne-Marie has canned 
and frozen huge quantities from a 
bountiful harvest. Beets, potatoes, 
carrots, rutabagas and turnips are 
going in storage. Why should we 
worry about a hard winter and 
high cost of living? 

xk 


Director Charles A. Blair, St. 
Louis County Veterans Welfare 
Association, reacted violently to 
the House of Delegates’ resolution 
on hospitals for veterans. He says 
“the men behind this resolution 
never smelled gunpowder.” That 
will amuse numerous veterans of 
both wars in the House, who voted 
unanimously for the resolution. 
The proportionate contribution by 
the health services in manpower to 
the armed forces, physicians, nurs- 
es, administrators, technicians and 
just plain gun toters up front, was 
about twice the ratio in the gen- 
eral population. Mr. Blair missed 
the boat badly on that one. 

He also says these gun-powder 


HOSPITALS 





PIR cc pe 


UL RE KU IIR KEIO pa 


EEE CSR CMR PA 9 2S ap PREAMBLE ES 


nae 


Nie Civitan tat 
SRR en SR 


4 
4 







Proof of Balanced Quality 
Evidenced by Results 
in Patients 


SA Sania SR MORES PA EIS STi me oA IER 


The suture that performs 
well in the patient safeguards 
the surgeon’s skill at all times. 
The entire processing of 
Curity Catgut, from selection 
of raw gut to sterile packag- 
ing, is intended to effect such 
a safeguard. 


Curity Catgut reflects 
Curity Suture Laboratories’ 
constant efforts, through 
research translated into im- 
proved processing, to give it 
truly Balanced Quality. 





Balanced Quality 


Adequate tensile strength 


Ideal pliability 
Gauge uniformity 








Ideal strand surfacing 
Closure of amputation stump, ; Absolute sterility 
middle third of lower extremity, Minimal irritation 


according to technic of Calandra. Ure Dependable absorption through 
: uniform and total chromicization 








ORDER THROUGH YOUR DEALER vd 


Curity Suture Laboratories AEG.U.S. PAT.OFE. 


P (BAUER & BLACK) SUTURES 


Division of The Kendall Company, Chicago 16 


ESEARCH ...TO ESTABLISH A FINE BALANCE 
= — OF NECESSARY CHARACTERISTICS 


NOVEMBER 1947, VOL. 21 











THE UNSEEN DANGER 


in pressure sterilizers arises from 
the fact that some nurses de- 
pend on thermometers and 
gauges for information that they 
can never give and were never 
meant to give. 





HEAT PENETRATION 


must be measured by 
DIACK 
STERILIZER 
CONTROLS 


1847 North Main Street 
Royal Oak, Michigan 











smellers “know nothing about the 
real situation.” That will surprise 
the American people, who have 
placed an investment of about 
$6,000,000,000 and_ responsibility 
for hospital service in the hands 
of trustees, managers and one mil- 
lion workers in hospitals. Does Mr. 
Blair go to a bootblack or banker 
for advice on financial matters? 
What does he know about the hos- 
pital needs of this nation? Not 
much. 


The cliques that control some 
veteran organizations will not 
listen to a sensible plan to pro- 
vide everybody, including veterans, 
with all the hospital service they 
need according to modern stand- 
ards at minimum cost to the tax- 
payer and private philanthropy. 
These bogus leaders thrive on any 
trumped-up excuse to beat the 
drums. The public is slowly getting 
wise to the rabble rousers. The St. 
Louis papers gave Mr. Blair the 
brushoff but commented favorably 
on the action by the American Hos- 
pital Association. 


kkk 


If this cockeyed world would set- 
tle down for awhile, it would not 
take this nation long to catch up 
on its major hospital needs accord- 
ing to a carefully planned program 
under Public Law 725. Then the 
veteran, who is also a_ citizen, 
would have available to himself in 
his own community as good hospi- 
tal service and medical care as can 
be found anywhere. 

Director Blair hints, but shies 
away from the flat statement, that 
sick and wounded veterans are be- 
ing neglected. He knows he can- 
not produce a veteran anywhere 
with a service disability who is not 
getting everything modern medi- 
cine has to offer. The great bulk 
of patients in veteran hospitals 
now do not have service disabili- 
ties and they have no more claim 
on existing or future hospital beds 
than any other citizen. To say 
otherwise would place them ahead 
of their own wives and_ babies. 
That is nonsense. What is all the 
fuss about anyway? 


kkk 


When Grace Crafts was reading 
the citation for honorary fellow- 
ship at the convocation of the Col- 


lege of Hospital Administrators, 
for no reason at all I was reminded 
of a funeral story. After the preach- 
er had expounded at some length 
on the virtues of the deceased, the 
widow got worried and said to hei 
little son: “Go look in the coffin 
and see if that is your pa.” The 
key, citation and certificate will be 
passed on to Michael, oldest of the 
four grandsons. The certificate says 
I am “a competent hospital admin- 
istrator.” With it I might fool a 
hospital governing board into giv- 
ing me a job. 


kk 


On October 6, I lectured on 
Michigan’s hospital plan to 19 ex- 
GI’s, graduate students in hospi- 
tal administration at the Universi- 
ty of Minnesota’s school of public 
health. All are laymen, except one 
attractive nurse. Included in the 
brass are three former lieutenant 
commanders. They are a promising 
group, keen and alert, who will 
make their mark in new jobs 21 
months from now. 

At lunch with State Health Off- 
cer Chesley and his assistant, Vik- 
tor Wilson, Katharine Densford, 
Harold Diehl, Ray Amberg, Jim 
Hamilton, Jim Stephan and other 
administrative and faculty mem- 
bers, discussion centered around 
progress made with Minnesota’s 
hospital plan and what might be 
done in the way of improving the 
diagnostic services to attract more 
and better doctors to rural areas. 
Failure of the American Hospital 
Association to return hospital 
schedules is delaying completion of 
the hospital plan, but it should be 
in Washington before the end of 
1947. Despite the great increase 
in residencies for pathologists and 
radiologists there is still a shortage. 
In another year larger numbers 
should be available. 


At four I was at Katharine Dens- 
ford’s tea to meet the faculty of 
the school of nursing. Nursing ed- 
ucation is going places there. In 
the evening the Variety Club of the 
Northwest celebrated its 80-bed ad- 
dition for heart cases to Ray Am- 
berg’s University Hospital. More 
about this next month. 
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MALOR IMPROVEMENTS 


LAIR 
AKE THE NEW moDdel 3000 CONTINENTA 
M 


NIT 
AUTOMATIC... ICELESS OXYGEN AND AIR CONDITIONING U 


BETTER THAN EVER / 


a 


More than 3700 Continentalairs 
in daily service are ample evidence 
that the Continentalairs previous built were 
well designed, practical units. Now we’ve im- 
proved the design and added important features 
to make the new model 3000 Continentalair 


BETTER THAN EVER! 


1. Smaller Completely Modern 
Styled Cabinet, compact, attrac- 
tive, and lighter weight for ease 
of portability. 


nN 


. Larger ball bearing, rubber tired 
swivel casters, roll the Conti- 
nentalair smoothly and effort- 
lessly 


3. All instruments (air volume and 
humidity control dial, on and off 
switch, thermometer dial, signal 
light, and temperature control) 
are integrally mounted on a pro- 
tected central control panel that 
is always accessible and easily 
read, 





4. Convenient handles facilitate 
moving on and off elevators or 
along corr.dors by even the tini- 
est nurse. 


un 


. New adjustable canopy bracket 
compensates for varying patient 
positions, thus providing maxi- 
mum comfort for all patients. 


6. An adjustable air deflector in- 
side canopy allows for direction 
of flow of air to satisfy patient’s 
need and comfort. 


~ 


- Sealed compressor unit assures 
noiseless, trouble-free operation. 
No belts, no puileys, no gears, 
no lubrication 


Continentalair model 3000 is fully 
guaranteed against any construction 
or operating defect and warranted to 
perform to your satisfaction. Place 
your order now for Prompt Delivery. 


ine ae Siesta a 
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Peek kmail 


CONTINENTAL HOSPITAL SERVICE, INC. 


18636 DETROIT AVENUE e« «+ « CLEVELAND 7, OHIOg 
CONTINENTAL CARRIES A FULL LINE OF HOSPITAL EQUIPMENT AND SUPPLIES 
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an illustrated circular in 
which is pictured the entire 
line of Hollister Birth 
Certificates. Other items 
of our service are pictured 
and fully described. 
Items comprising the 
Hollister Birth Certificate 
Service are listed below: 


Hollister Quality 
Birth Certificates 
Frames for 
Birth Certificates 


Perfected 
Footprint Outfits 
Long Reach 
Seal Presses 
Graduation Diplomas 
for Schools of 
Nursing 
Stationery for 
Hospitals & Schools 
of Nursing 


k are mailing the file folder to 





all hospitals. If not received by your 
hospital, please write for it. 


Franklin C. Hollistér.” 


ompan 
538 West Roscoe oo , y 
CHICAGO 13 
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... onthe Distribution | 
of Bed Accommodations 


for Hospitals Today. 





The Question —If you were planning a new hospital today, how 
would you distribute beds between private and multi-bed accom- 


modations? 


NO DEFINITE RULES FOR RATIO 


THERE ARE SO MANY factors that 
affect the ratio between private and 
multi-bed accommodations that no 
definite rules can be established. 
My past experience has been in a 
community where one-third private 
rooms, one-third semiprivate and 
one-third ward beds was a comfort- 
able ratio. This was prewar distri- 
bution, however, and does not take 
economic trends of prosperity and 
depression into consideration. 

As a starting point today, I would 
use the 3-3-3 formula and alter it 
to fit community needs. An ap- 
praisal of the hospital’s future uti- 
lization also should be made, al- 
though no fixed ratio can be es- 
tablished in long range planning. 

I believe that the best procedure 
is to survey the special needs of the 
community in order to determine 
how the various factors involved 
will influence the ratio. There are 
a number of elements to be con- 
sidered. 

The habits of the locality must 
be taken into consideration. More 
ward beds should be provided if 
private patients are admitted to 
wards. If the average income in the 
community is high and people ask 
and can pay for private rooms, 
more of these accommodations 
should be planned. If the commu- 
nity is predominately industrial, 
more ward beds for industrial cases 
probably will be needed. 

Blue Cross enrollment percent- 
ages in the area are important. If 
plan membership is high, there will 
be more calls for semiprivate ac- 
commodations. Blue Cross patients 
seem to prefer the type of rooms 
provided in their contract. 

Plans for the future will have 
to consider the affect of the Hill- 
Burton program. Expansion of fa- 
cilities will bring more of the med- 


ically indigent into hospitals and ° 


these patients will increase the need 
for ward accommodations. 


Consideration also should be 
given to the type of ownership—is 
the hospital a nonprofit, state, city 
or county institution? Another fac- 
tor to be considered is that more 
ward and semiprivate accommoda- 
tions will allow more beds per cubic 
foot of building if the amount of 
available capital is limited.—Frank 
]. Walter, administrator, Good Sa- 
maritan Hospital, Portland, Ore. 


PLAN FOR ROOM 
FLEXIBILITY 

THERE Is NO simple answer to 
this question that will fit all situa- 
tions. In an individual case the an- 
swer will depend on a number of 
factors: The type and size of the 
hospital being planned, the wealth 
and needs of the community, the 
amount of money available for con- 
struction, the number of children’s 
beds that will be required, the 
amount of free work to be done 
and the quality of medicine to be 
practiced in the hospital. 

Certainly the present trend is 
away from the large ward and to- 
ward more private and two-bed 
rooms. Patients are demanding 
more privacy and probably will 
continue to do so. Medicine as now 
practiced has a tendency to steer 
patients into private rooms. Finally, 
Blue Cross and hospital insurance 
plans have made it possible for 
more patients to afford the privacy 
that basically they want. 

In consideration of these factors, 
it seems to me that a general hos- 
pital in the average situation should 
provide at least one-third of its beds 
in private rooms, and preferably as 
many as one-half if economic cir- 
cumstances permit. 

In planning, consideration should 
be given to the small, narrow one- 
bed room, for which construction 
and operating costs are relatively 
low, and to the private room suffi- 
ciently large to be used either as a 
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crank operated from 
either side of Table 





Greater posturing latitude, oper- 
ating precision and time-saving 


conveniences afforded by the new 


: MODEL 400-B. 

A 

MACEACHERN 
Te a ee 

: tures a pedestal bave with Pacey ami me TABLE 

of 





ne || A NEW INNNOVATION MEETS THE LEG-HOLDING 
n- a PROBLEM—one master control, by a unique universal type 
1's _ __ socket, provides for the first time on any surgical or obstetrical 
he table INWARD as well as outward lateral adjustment of the 
ne leg-holder post. 


Note simplicity and practica- 
bility of Comper Knee and 
Foot Rests which absorb pres- 
sure on soles of feet rather 
than, delicate vessels under 














be This engineering achievement . . . the development of an noe 
; entirely new type of universal joint .. . positions the leg in 
= every known obstetrical posture from Lithotomy to Walcher, 
nt regardless of how tall or how short a patient may be. Equally 
“a8 important, patients are thus positioned in absolute fixation. 
‘ii LEG-HOLDING IS NOW ATTAINED BY THE FASTEST, 
nn SIMPLEST AND MOST PRECISE METHOD KNOWN. 
eer CRANK-OPERATED FOOT SECTION is now con- 
lly, trolled on MacEachern 400-B Tables by anesthetist or nurse 
ace | from either side of Head-End of Table. Foot-section can be 
for ) partially or fully recessed, or extended as required, without 
acy interruption to the obstetrician. The Foot-section, functioning 
as a “Utility Shelf,” is promptly revealed to receive the infant © Observe inward and 
ors, or serve as an instrument tray in the closing of episiotomy or pe pth ray 
nOs- other repair work. THIS SUPERIOR TABLE FEATURES 10" model ( par tl 
uld HEAD-END CONTROL THROUGHOUT. above) and 6' model 
yeds (photo at right), 
y as 
ial WRITE TODAY for complete information 
ae: eo AMERICAN STERILIZER COMPANY 
tion 4 Erie, Pennsylvania 
vely z 
sufi- Ye 
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single-bed room or as a_two-bed 
room. This gives considerable flexi- 
bility and makes available a variety 
of accommodations at different 
rates.—B. J. McCarthy, superin- 
tendent, James Decker Munson 
Hospital, Traverse City, Mich. 


LOCAL FACTORS 
AFFECT PLANS 


THE DISTRIBUTION of beds _ be- 
tween private and multi-bed accom- 
modations in the planning of to- 
day’s new hospital has as many vari- 
ables and localized determining fac- 
tors as would face the architect in 








deciding about the appropriate type 
and character of construction. 
Certainly we should classify the 
proposed hospital and ascertain the 
general physical requirements based 
on the type of service rendered. Is 
it not agreed that a hospital whose 
principle or sole function is pediat- 
ric care will have very slight if any 
similarity to an eye, ear, nose and 
throat hospital? By the same token, 
can we favorably compare neuro- 
psychiatric physical requirements 
with those for traumatic surgery or 
workmen’s compensation patients. 
Assuming that a 200-bed general 
hospital is to be constructed in a 
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The “Main” Thing In Maintenance 
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The floors in hospitals are clean, sanitary and safe, where 
Hillyard Floor Treatments and Maintenance Materials are 


used. In addition to these factors is 
the preservation of their floors and 
a saving on the cost of labor and 


maintenance. 


* 


No matter what type of floors you 
may have in your hospital . . . Hill- 
have Treatments and Main- 
tenance Materials that protect their 
surface. Call or wire us today for 
the Hillyard Floor Treatment Engi- 
neer in your locality, he will gladly 
give advice on eliminating any floor 
treatment, maintenance or sanitation 


yards 


problem. 


* 


for your FREE copy today. 





Send for the Free NEW Hillyard 
“Floor Job Specifications,” full of 
real information on proper Floor 
Maintenance and Sanitation. Write 


HILLYARD SALES CO's 


270 ALABAMA ST. orstripuToRS HILLYARD CHEMICAL CO. ST. JOSEPH, MO. 











Floor Treatment and Maintenance 
JOB SPECIFICATIONS 
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town of 20,000 population, ow 
thinking can be narrowed to a 
more specific project. Even unde) 
such average circumstances, | fee! 
that a division of private and multi- 
bed or ward accommodations woul! 
be directly affected by the follow- 
ing forces: 

1. Per capita purchasing powe: 
or wealth of the proposed hospital’s 
potential customer. ‘The law of sup- 
ply and demand is a true yard-stick, 
but should we lose sight of the 
law of diminishing returns? 

2. Need for isolation facilities. 
We must plan private accommoda- 
tions for reasons other than patient 
comfort. Postoperative recovery 
rooms, emergency receiving rooms, 
contagious and/or infectious dis- 
ease isolation rooms, rooms for psy- 
chiatric patients, rooms for the un- 
fortunate on the dying list—all such 
private accommodations are necessi- 
ties. What then is the traffic de- 
mand in this category? 

g. The proximity and availabil- 
ity of nearby institutions. If our 
200-bed hospital were located 30 
miles away from an orthopedic in- 
stitution where there were ample 
facilities to care for all poliomye- 
litis victims within a 100-mile ra- 
dius, would we be wise in planning 
a large polio ward? 

4. The specialty and drawing 
power of the local medical society. 
We will act wisely if we measure 
the type and quantity of persons 
seeking medical attention from our 
local physicians. Do we have an out- 
standing neurosurgeon? Does he at- 
tract patients from far afield? What 
type of bed does his patient necessi- 
tate? We should apply the same 
equation to the medical profession. 

In summation, it is my conviction 
that a patterned standard of pri- 
vate and ward bed ratio cannot be 
utilized. The cloth must be cut to 
fit the wearer to be of maximum 
usefulness.—R. Z. Thomas Jr., «d- 
ministrator Charlotte (N. C.) Me- 
morial Hospital. 





) 22.10 an. 


WRITE 


H.w.BAKER LINEN CO. 


315-317 Church St., New York 13, N. Y. 
Distributors of sheets, pillow cases, bath 
and face towels, bedspreads, blankets, 
nursery products, Ser doilies, aaenies 
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@ PATIENT GOWNS 
@ SURGEON'S GOWNS 
e@ SCRUB SUITS 

@ SCRUB GOWNS 

@ BABY SHIRTS 

@ TROUSERS 

@ MAID'S UNIFORMS 
@ BINDERS 

@ GYNE SHEETS 

@ LAP SHEETS 

e@ APRONS 

@ LAB COATS 

@ INTERNE'S COATS 





Send Jor latest HOSPITAL GARMENT 


HOSPITAL GARMENT CATALOG SUPPLEMENT 


IMPROVED WEAR-TESTED PROMPT 
STYLING FABRICS DELIVERIES 


Name 
Address 


City : ... State 


CLARK LINEN & EQUIPMENT CO. 


303 WEST MONROE STREET CHICAGO 6, ILLINOIS 
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The Place of 


e Prevention of disease and 
infection is a primary aim of 
Medicine and Surgery. Iodine 
and its compounds furnish 
invaluable assistance in the 
achievement of this goal. 


e As an essential element in 
human and animal nutrition 
the use of Iodine, as Iodide in 
Iodized Salt, has become an 
established practice in the 
prevention of simple goitre. 


e Suitable Iodine preparations 
serve as a standard of excel- 
lence for preoperative skin 
preparation and for first aid 
use where an antiseptic of un- 
questioned efficacy is required. 


ein the varied fields of pre- 
vention, diagnosis and therapy 
few medicinally endowed ele- 
ments serve such useful pur- 
poses as do Iodine and its many 
compounds and derivatives. 





Semnice From Feadquarte CTS 


A STUDY OF SALARY RATES 


HE ANNUAL HOSPITAL salary sur- 
po prepared by the Association 
is one example of special studies 
that provide specific operating in- 
formation for administrators. The 
1947 survey report, third to be 
made, now is in the final stages of 
preparation and is expected to be 
ready for distribution about the 
end of this month. 

A total of 2,206 returned ques- 
tionnaires will be included in the 
data for this year’s study. This rep- 
resents a considerable increase over 
the 1,537 replies returned in 1945, 
the first year the study was made. 
The second survey in 1946 includ- 
ed 2,170 replies. As a general rule 
questionnaires were answered more 
completely this year, indicating 
that hospitals are interested in this 
type of information. 

Problems: A number of hospitals 
did not, complete their question- 
naires because they were in the 
process of adjusting salary rates 
and would not have a final report 
for some time. Since the question- 
naire specifies a definite date, wait- 
ing for completion of new rates is 
not necessary. 

Questions do not fit all hospitals. 
When that happens, the staff is in- 
terested in hearing from the hos- 
pitals about how and where they 
differ. 

Some hospitals send requests for 
other services along with their 
questionnaires. Requests have in- 
cluded inquiries for information, 
orders for manuals and so on. Be- 
cause all questionnaires are accu- 
mulated and then processed before 
they are turned over to the depart- 
ment that would fill a particular 
request, services sometimes are 
delayed. 

A surprisingly large number of 
questionnaires come in without the 
hospital’s name and location. All 
of these have to be checked against 
the envelope and in most instances 
this information can be found and 
transferred to the questionnaire. 

Mechanics: Actual work on the 
1947 survey began in July when 
duplicate copies of the question- 


naire and an explanatory letter 
from the executive director were 
mailed. As in previous years, ques- 
tionnaires were sent to all institu- 
tional members of the Association 
and to state hospitals registered by 
the American Medical Association. 

Data on federal hospitals were 
gathered from the agencies respon- 
sible for each of the three groups 
that are Association members. In 
the first study the federal hospital 
information was incorporated in 
the general report; in 1946 it was 
carried in a separate section. The 
1947 information is being handled 
as a supplementary report. 

The great bulk of the replies 
came back to headquarters within 
two weeks after mailing—a definite 
improvement over responses in 
1945 and 1946. This year the re- 
turns actually started to come in 
the second day after mailing. Occa- 
sional questionnaires still are being 
received, but approximately 20 
schedules that arrived after the 
announced deadline are not in- 
cluded in the final study. 

Of the 2,206 questionnaires re- 
turned, only 38 were incomplete 
and needed revision for that rea- 
son. Most complete answers were 
made to the inquiry about salaries 
of general duty nurses. The least 
complete report was on_ practical 
nurse salaries, with only 1,420 hos- 
pitals replying. 

After all questionnaires are in, 
the first step in processing is taken. 
This is alphabetizing the schedules 
by hospital, city and state. 

Next, the classification data is 
checked for the type and size of 
hospital and the population of the 
area in which the hospital is locat- 
ed. Some hospitals, especially those 
in cities of between a hundred 
thousand and a million popula- 
tion, report odd figures on the 
population they serve. These fig- 
ures are straightened out, as are 
obvious mistakes of copying and 
transcription which might result in 
a $20,000 figure instead of the cor- 
rect $2,000 figure. 

A staff of technicians takes over 
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the schedules for the next step in 
processing. Each questionnaire is 
edited so that answers are uniform. 
For example, one hospital will 
report annual salaries, another 
monthly figures and still another 
weekly salaries. Answers must be 
brought into accord so that they 
are comparable. If changes cannot 
be made, the particular answer is 
disregarded when schedules are 
compiled and analyzed. 

After the editing is completed, 
schedules are coded for a punch 
card tabulating machine. Tabula- 
tion of all data included in the 
salary survey requires the handl- 
ing of about 2,500,000 separate 
items. After the raw data have 
been tabulated, they are analyzed 
and final tables are prepared. 

History: Studies such as the sal- 
ary survey are initiated in the par- 
ticular Association council or de- 
partment under whose activities 
the subject falls. Other depart- 
ments at headquarters collaborate 
on the collection of material and 
analysis of data. Some of the spe- 
cial studies that have been com- 
pleted include the closed bed sur- 





A CALENDAR OF ASSOCIATION INSTITUTES 


A calendar of forthcoming Association institutes including dates, places and 
eligibility rules follows. Each institute is limited in attendance and persons 
completing each institute will be awarded a certificate. 


*Institute on Hospital Purchasing: 
Biltmore Hotel, Atlanta, Ga. November 17-21 


Eligible: Persons who hold administrative positions in the hospital or who, wholly or in part, 
have purchasing responsibility delegated to them by the administrator. 


*Institute on Hospital Personnel Relations: 
Lord Baltimore Hotel, Baltimore November 18-21 


Eligible: Persons who hold administrative positions in the hospital or who, wholly or in part, 
have personnel responsibility delegated to them by the administrator. Registrants must be 
either personal members of the American Hospital Association or employed by hospitals holding 
membership in the American Hospital Association or the Maryland-District of Columbia Hospi- 


** Institute on Hospital Planning 
Knickerbocker Hotel, Chicago 


American Hospital Association or a 
Hospital Association. 


Chicago 


Division Street, Chicago 10. 





tal Association. Registration limited to 100 enrollees. 


December 1-5 


Eligible: Hospital admininstrators or other hospital officials who have had no previous experi- 
ence with hospital construction projects. Registrants must be either personal members of the 
ffiliated with an institution that is a member of the American 


For Information Address: 
*Council on Administrative Practice, American Hospital Association, 18 East Division Street, 


**Council on Hospital Planning and Plant Operation, American Hospital Association, 18 East 








vey, hospital rate study, routine 
radiography and the statistical re- 
port incorporated in the annual 
American Hospital Directory. 
About half of the administrators 
who submit completed question- 
naires include a request for a re- 


port of the completed survey. The 
same group of hospitals from 
which information is requested 
receive the study. Additional cop- 
ies also are available for purchase 
by other institutions or persons 
interested in the study. 
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High, hard and handsome—that’s the kind of lustre Kwykwax 
dries to within 20 minutes. And without resort to “elbow 
grease”’ either. No rubbing ... no polishing. 

Rinsing or washing won’t affect Kwykwax’s durability. 
It effectively seals the floor . .. preserves it against the 
costly wear of continuous, everyday floor traffic ... and is 
resistant to water tracked in on stormy days. 

Wood, linoleum and composition floors all take kindly to 
Kwykwax which is extremely easy to apply, won’t burn and 
leaves no odor. And just wait till you see how large a floor 
area can be covered by merely one gallon of Kwykwax. 
You'll agree Kwykwax is the perfect answer to the question 
of lower floor maintenance costs. 

West maintains a staff of over 475 trained representatives. 
Consult the nearest West Branch for your floor finish and 
maintenance problems. 


floors get-rich-quick 
without rubbing or polishing 


Products That Promote Sanitation 


42-16 West Street, Long Island City 1, New York, N. Y. 
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| SOME REASONS FOR BUILDING 


A SQUARE HOSPITAL 


HE WIDE VARIETY of hospital 
Touitding types that we see 
means that no totally satisfactory 
hospital plan has yet been evolved. 
There is a general lack of standard- 
ization in planning and without 
this there can be little standardiza- 
tion of operating procedure. 

It would be unfair to architects 
and hospital administrators to say 
that we have made no improvements 
in hospital design in the past 25 
years. Most of the progress has had 
to do with details such as standard- 
ized utility units, diet kitchens, 
nurses’ stations and the like. We 
have not fitted the elements to- 
gether properly to get a well coor- 
dinated whole. We have not con- 
cerned ourselves enough with the 
proper locations for all of the dif- 
ferent services involved in relation 
to the functions they serve. 

For too many years we have fol- 
lowed too closely the hotel idea in 
planning patient accommodations. 
The hotel serves able-bodied guests 
for the most part. They come and 
go under their own power. They 
actually require very little in the 
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way of personal services in their 
rooms. 

Hospital patients, on the other 
hand, are bedfast or room-fast for 
the most part, and personal services 
mean everything to them. Prompt- 
ness and efficiency and economy in 
the rendition of such services are 
all-important, yet our hospitals are 
not designed primarily with this in 
mind. Efforts are made in this di- 
rection, but we do not seem to 
agree on what constitutes the best 
type of planning to accomplish our 
purposes. 


Hodge-podge Results 


The result is a hodge-podge of 
internal hospital anatomy. Too 
many services are treated as step 
children and are fitted in wherever 
there is room. The symphonic re- 
sult in hospital operation that all 
of us desire and seek is not achieved. 

There is still no substantial agree- 
ment on the number of beds that 


should be assigned to a nursing 
unit. Estimates varying from 20 to 
60 or more indicate a wide diversity 
of opinion. The difficulty seems to 
be that our planning does not re- 
flect the variations in the actual 
amount of work that has to be 
done. This varies with the time of 
day and with the character of the 
illnesses that are being taken care 
of on the division. 

In the near future perhaps it will 
be wise to segregate patients ac- 
cording to. the amounts of care 
needed rather than according to 
the type of disease or injury from 
which they suffer. Possibly a com- 
bination of these practices may 
yield the best results. 

Modest beginnings of the idea 
of segregating according to care 
needed are already evident in some 
hospitals. These may be seen in 
the shape of recovery suites for im- 
mediate postoperative care; con- 
valescent wards for long term cases 
requiring observation but little 
nursing care, and diagnostic units 
that house patients in hotel fashion 
while they are undergoing various 
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diagnostic tests. As these ideas de- 
velop they are bound to have an 


important bearing on the size of, 


the nursing unit. 

We have not utilized time and 
motion studies to the extent that 
we should even in a broad sense. 
For example, how many realize that 
in the average hospital linens are 
handled from 15 to 20 times be- 
tween the time they are removed 
from the patient’s bed and the 
time they are returned? With a lit- 
tle study this could be reduced by 
as much as 50 per cent in planning 
new construction. 

Why shouldn’t the hospital be 
designed so that the linen chute 
empties directly onto a sorting table 
in the laundry’s soiled linen room 
instead of dropping the linen into 
a small closet off the tunnel where 
it has to be picked up and loaded 
into a truck to be transferred by 
devious ways and elevators to be 
unloaded onto the sorting table? 

Instead of loading clean linens 
into the ordinary laundry basket in 
the central linen room to be taken 
up to the nursing division ‘to be 
unloaded and stacked carefully on 
the shelves of a linen closet, why 
don’t we devise linen trucks with 
proper amounts of shelving which 
we can load in the central linen 
room, send to the nursing division, 
push into a sort of linen garage, 
close the door and have the job 
over with. Just a little thought to 
the broadest kind of time and mo- 
tion procedures would yield many 
worthwhile economies. 

Undue emphasis is placed on the 
orientation of buildings to sunlight. 
There is not one physician in ten 
who will agree that the trickle of 
sunlight that finds its way into a 
patient’s room has any real thera- 
peutic value outside of the psycho- 
logical lift that it may give the oc- 
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casional case. Architects lie awake 
nights dreaming up new and differ- 
ent ways of licking the orientation 
problem and interior decorators 
lose just as much sleep trying to 
lick the architect with screens, 
shades, curtains and draperies. In 
most larger cities there is not 
enough sunlight to worry about one 
way or another. 

Suitable properly located quar- 
ters for employees are overlooked 
too often. Occasionally we still -see 
the excessive ceiling heights that 
mean excessive maintenance ex- 
pense and high fuel costs. Some 
people still forget that our services 
rather than our buildings should be 
monumental. 


Labor Costs 


Hospitals, as we know them, are 
not geared to the high labor costs 
that are probably with us to stay. 
Accordingly, in all planning we 
must adjust to meet them. We must 
learn to use labor more effectively 
if we are to cope with the competi- 
tion that confronts us at every turn. 

In the planning, construction 
and operation of hospitals we must 
remember constantly that labor, 
unlike commodities, cannot be 
stored on shelves until it is needed; 
that it is consumed with the passing 
of the hours and minutes; that it 
is the most perishable item we deal 
with; that it must be utilized right 
now or be lost forever, and that 
it accounts for 60 to 70 per cent 
of expenditures. These thoughts 


should be kept in mind as we con- - 


tinue to examine some of the prac- 
tices and fetishes to which we are 
addicted. 

We have not studied thoroughly 
the causes, effects and implications 
of hospital traffic, and traffic in- 
volves labor and costs money. All 


too frequently space is designated 





for certain purposes when we 
should know from the beginning 
that it will never be used for such 
purposes because of its remoteness 
from natural traffic lines. 

One of the best examples of this 
type that I know of has to do with 
the location of the medical stafl 
room. If it is not near the entrance 
to the traffic line that the visiting 
doctor will use naturally, it will not 
serve the purpose for which it was 
intended. The main entrance to a 
hospital will not be used as such 
simply because it is so labeled on 
the plans. It must be in proper re- 
lation to public transportation sys- 
tems and above all to the visitors’ 
parking lot. 

Theoretically, in planning a hos- 
pital we should stand on the imagi- 
nary threshold or thresholds of that 
hospital and visualize the people 
and things that are going to enter, 
how they get to the entrance, what 
they are going to do after they en- 
ter and what they need to do with. 
Similarly all people and things leav- 
ing the hospital should be given 
the same type of consideration. If 
we give proper thought to such 
matters, it will not be necessary to 
tear the building down after it is 
built to get heavy equipment in or 
out, and the flow of human traffic 
will not represent as many prob- 
lems as it does now. 

Bad locations of key services such 
as dietary, laundry, central supply, 
admitting and business offices result 
in too much traffic within the hos- 
pital. Communication and _trans- 
portation systems are not as accessi- 
ble as they should be to all depart- 
ments that need them. The practice 
of combining the laundry with the 
power plant at some remote loca- 
tion results in a great deal of need- 
less trucking of linens. There are 
too many unprotected and_ often- 
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times little used entrances and exits. 
This results in poor control of em- 
ployees, visitors and intruders. 
There is too much travel in giv- 
ing service to patients. Probably 
too many partitions are built into 
service areas, resulting in poor su- 
pervision, poor ventilation and too 
much time lost in going from room 
to room. We have not met the needs 
of the situation when we make traf- 
fic possible. From the standpoint of 
operating economy we must cut 
traffic down to the lowest possible 
minimum consistent with the effi- 
cient exchange of supplies, people 
and services within the institution. 
The surface barely has _ been 
scratched in traffic control. There 
is no good reason why leaky, un- 
sanitary ice trucks should not dis- 
appear entirely from the corridors 
in the future. We need ice for bev- 
erage purposes but small ice cube 
makers have been on the market 
for a number of years, and the cost 
of installing one on “each service 
unit is not prohibitive. We use ice 
in old fashioned oxygen tents when 
mechanically refrigerated tents are 
available. When one considers the 
labor involved in keeping tents 
stocked with ice, the mechanically 
refrigerated unit propably is no 
more expensive in the long run. 
Numerous hospitals are already 
freezing ice bags in deep freeze 
units. They are filled with an anti- 
freeze mixture and sealed. Then 
they are placed in a freezing com- 
partment. When an ice bag is need- 
ed it is merely removed from the 
freezing compartment, inserted in 
a cloth bag or cover and applied to 
the patient. When applied the ice 
is of mushy consistency and con- 
forms more satisfactorily to the 
contours of the body than the or- 
dinary ice bag. It remains cold 
longer than the ordinary ice bag. 


NOVEMBER 1947, VOL. 21 





Cee eee ee meee: 
) SOR eweeeege 
omens 


Ordinary refrigeration is needed 
for the storage of biologicals and 
other preparations, as well as for 
perishable foods that may be stored 
in dietary floor kitchens. I am hope- 
ful that refrigerators serving all of 
the purposes mentioned may be 
available soon in single units for 
individual floors. Certainly there is 
no longer any excuse for the cen- 
tralized, unsanitary ice making 
plant and the wasteful distribution 
system that goes with it. 

In planning new hospitals and 
remodeling old ones the idea of 
piping oxygen from a central loca- 
tion to the areas where it may be 
needed should not be dismissed too 
lightly. This eliminates the neces- 
sity of trucking heavy oxygen tanks 
through the corridors at all hours 
of the day and night. Here again 
when labor costs are considered, a 
centralized oxygen service may rep- 
resent a real economy. Centralized 
vacuum and compressed air systems 
also should not be overlooked. 


Not an Extravagance 

There was a time many years ago 
when I thought that numerous tele- 
phones represented an _ extrava- 
gance. I know now that the cost 
of three to five cents a day for 
each phone installed on a house 
system is returned many times over 
through the saving of employees’ 
energy and time, to say nothing of 
the traffic involved where there are 
not enough telephones. 

Similar observations might be 
made in regard to other labor and 
time saving methods of communica- 
tion and transportation such as 
pneumatic tube installations, dumb- 
waiters, paging systems, telauto- 
graph, clothes chutes emptying di- 
rectly into the soiled linen room of 
the laundry, incinerator chutes, 
electronic intercommunicating sys- 





tems and adequate elevator service. 
During the war years the ques- 
tion “Is this trip necessary?” was 
dinned into our ears and eyes at 
every turn. In hospital planning 
we should consider constantly the 
question “Is this traffic necessary?” 
If any method within reason can 
be devised to eliminate or minimize 
traffic in any way, the adoption of 
that method is justified. If I were 
a banker, I would gauge the size of 
my loan to a hospital organization 
contemplating a construction proj- 
ect on the planning of traffic con- 
trol. 
My ideas on hospital construc- 
tion differ somewhat from the tra- 
ditional methods and concepts that 
have been followed over the years. 
These ideas may or may not be 
new. At least they have not been 
emphasized to any extent. 


After many years of hospital ad- 
ministration I am convinced that, 
somehow or other, all major serv- 
ices and most of the minor ones 
must be in the center of things. 
The late A. B. Ancker, M.D., once 
told me that if he were building a 
hospital he would build a good 
dietary department and then build 
the rest of the hospital around it. 
This was just another way of say- 
ing that the transportation of food 
was the main traffic problem of the 
hospital of his day, and that traffic 
should be given primary considera- 
tion. For the hospital of today I 
would carry his idea a lot further. 

To centralize services I wonder 
if the time has not arrived to aban- 
don the use of the narrow rectangle 
as a fundamental principle of hos- 
pital planning and to substitute 
for it the broad rectangle or the 
square. Buildings today are in the 
shape of L’s, T’s, E’s, H’s, Y’s, I’s, 
U’s, X’s, crosses and what not. The 
basis for all of them is the narrow 
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rectangle and this spells traffic, in- 
flexibility and high operating ex- 
pense. The main reasons for the use 
of the narrow rectangle probably 
were light and ventilation, and—in 
the long ago—the lack of electricity. 

With modern ventilation, air con- 
ditioning and modern lighting, it is 
no longer necessary to plan hospi- 
tals so that every service facility has 
one or more windows. A square or 
nearly square building should be 
practical. This type of building 
should make it possible to place pa- 
tient accommodations around the 
perimeter, separating them by a 
corridor from service facilities like 
nurses’ stations, diet kitchens, util- 
ity rooms, storage space and com- 
munication with vertical traffic fa- 
cilities grouped in the center. 

Cross corridors could bisect the 
service areas in two directions for 
easy access to patients’ rooms, and 
for the purpose of cutting down 
travel distances of personnel. Toi- 
lets, baths and all of the necessary 
accessories could be accommodated 
without difficulty in the service 
areas. A building less than 100 feet 
square on this plan would accom- 
modate a minimum of 40 patients 
to the floor. 

In the general plan the first floor 
at ground level would house the 
dietary, laundry, power plant, busi- 
ness offices, ambulance and emer- 
gency entrances and services, em- 
ployee locker and rest rooms and 
other services. Proper entrances 
could be arranged to serve all de- 
partments. All of the adjunct pro- 
fessional services might well be 
housed on the second floor. 


Vertical Traffic 

All services could be centralized 
on direct vertical traffic lines lead- 
ing up through the central service 
core of the building. The laundry 
chute would empty directly into 
the soiled linen room in the laun- 
dry. The trayveyor from the dietary 
department would discharge into 
the diet kitchens on the floors 
above. Pneumatic tubes with a cen- 
tral station on the first floor would 
serve all departments and _ floor 
areas. Elevators and dumb-waiters 
running up through the center of 
the building would be accessible to 
all floors and departments. With 
such arrangements traffic through- 
out the building would be held to 
a minimum. 
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A building of this type would 
offer numerous advantages from 
both operating and construction 
standpoints. Some of these advan- 
tages are listed as follows: 

1. Such a building would be 
most suitable for small areas of land 
where real estate is expensive or 
otherwise restricted. 

2. Services could be centralized 


-on straight, vertical traffic lines. 


3. Mechanical communication 
and transportation services could 
be made available to all important 
services. 

4. It would permit greater flexi- 
bility in operation. The nurses’ sta- 
tion might be arranged to serve as 
two stations during the busier hours 
of the day and as a single station 
during the quieter hours. All utili- 
ties necessary to nursing care could 
be grouped around the nurses’ sta- 
tion in such a manner as to provide 
what one might describe as “finger 
tip” control. 

5. Much time would be saved in 
attendant travel. 

6. Certain economies in building 
costs might result from the smaller 
perimeter involved, the repetition 
of typical floors and the elimina- 
tion of long horizontal pipe and 
duct lines. 

7. There would be greater flexi- 
bility in floor design. In the original 
design and later on when altera- 
tions become necessary, the restric- 
tions imposed by the narrow rec- 
tangle with its central corridor are 
very disconcerting and frustrating. 

8. The broad rectangle principle 
probably would be an important 
factor in cutting down the number 
of personnel needed. 

g. This plan might result in a 
considerable degree of standardiza- 
tion in building types and sizes as 
well as hospital operation. 

10. A nurse or attendant in pass- 
ing from the nurses’ station to a 
patients’ room by the shortest route 
would pass the doors of far fewer 
patients than she does in the nar- 
row rectangular building, thus elim- 
inating much noise and confusion 
in the corridors. 

11. Throughout the building the 
patients would be given the most 
desirable locations. 

The broad rectangular building 
also would have certain disadvan- 
tages, some of which are listed: 

1. Some architects will say at 








once that a building of this type 
devotes too much space to corridors 
and therefore is too expensive to 
build. Hospitals of the narrow rec. 
tangle design have been built anc 
probably now are being built fea 
turing patients’ rooms on the south 
side of the corridor and service fa- 
cilities on the other side. These 
service facilities would handle twice 
as many patients if an additional 
corridor and an equal number of 
patients’ rooms were made avail- 
able on the north side in a building | 
of the broad rectangular type. 

As a gesture to the sun wor- 
shippers the building might be 
oriented to give each patient’s room 
just a glimpse of the sun each day 
when and if it shines. Corridors 
certainly cost far less to build than 
service facilities. A relatively small 
outlay for corridors is justified if 
it will yield operating economies 
for 50 or 60 years. The additional 
outlay would be saved many times 
over during the building’s lifetime. 

2. The type of building described 
poses problems in noise control but 
the situation probably could not be 
made much worse than it is now. 
Modern methods of noise control 
applied to the corridors and serv- 
ice areas should yield fairly satis- 
factory results. 

g. Artificial light and ventilation 
would be necessary in all service 
areas. Business and industry already 
have pioneered the way and are 
continuing to pay less and less at- 
tention to natural light and ventila- 
tion. People spend years in these 
environments whereas by compari- 
son they spend only a few hours in 
hospitals. 

Numerous hospitals have located 
nurses’ stations without reference 
to natural light and ventilation, 
but with strong emphasis on the 
saving of time and energy. They 
seem to have had no unfavorable 
repercussions from this practice 
and they probably have saved many 
important dollars as a result of 
such planning. 

4. Some object to the type of 
building proposed on the ground 
that expansion possibilities are too 
limited. Additional stories of pa- 
tient accommodations represent one 
expansion possibility. Expansion of 
the ground floor or perhaps the first 
two floors could be almost indefi- 
nite. Expansion might also be pro- 
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vided through the erection of a 
twin unit but this would impair 
the centralized service plan to a 
certain extent. Many administra- 
tors will maintain also that a 500- 
bed hospital is large enough and 
that expansion should not go be- 
yond that figure. 
Summary 

By way of summary, it should be 
said that a lot of hospitals are going 
to be built in the next five or ten 
years. Careful planning should re- 
sult in building many operating 
economies into these buildings. 
Trafic conditions must. be given 


more thought because too much 
time, energy and money are being 
wasted on needless traffic. 

We are in the midst of a high 
cost labor market but hospitals are 
not geared to high labor costs. Un- 
less labor saving methods can be 
ferreted out and put to work to 
bring hospital costs down to levels 
that people can afford to pay, hospi- 
tal service is in danger of being 
priced out of existence and national 
health levels will sink to all-time 
lows. 

In an effort to stimulate interest 
in the subject of design I have sug- 














gested the abandonment of the nar- 
row rectangle as a primary princi- 
ple of hospital design and the sub- 
stitution of the broad rectangle or 
possibly the square as the basis of 
hospital planning. This envisions 
the grouping of patient facilities 
around the perimeter of the build- 
ing and the establishment of a cen- 
tral service core in the center of the 
building. I have cited certain ad- 
vantages and disadvantages of this 
type of planning. I believe this idea 
is worthy of serious consideration 
by hospital architects and hospital 
people. 
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SQUARES AND BROAD rectangles would be substituted for narrow rectangles for centralization of services as a traffic control measure. 
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DMINISTRATIVE CONTROL through 
A centralization of work has al- 
ways been accepted theoretically as 
a sound principle of economy in 
management. Hospitals, in not a 
few instances, have encountered 
serious difficulties when they have 
attempted to reduce this principle 
to practice. 

This has been particularly true 
of those institutions whose meth- 
ods, traditions and practices have 
developed gradually over a long 
period of time, and whose person- 
nel has been slow or reluctant to 
adopt techniques that have been 
commonly accepted by modern 
business and industry. This second 
article describes in detail how one 
department in a century-old institu- 
tion was able to solve its problem 
and increase its efficiency by its 
new approach in hospital economy. 

At St. Vincent’s Hospital the mail 
room provided a concrete example 
of how administrative control was 
effected through the development 
of a mail-messenger system as part 
of the work simplification program 
of the resident management engi- 
neer. ‘Iwo factors prompted the in- 
clusion of this unit in the program: 

1. Delivery of a mail-meter ma- 
chine purchased during the latter 
part of 1946. 

2. The urgent need for a mes- 
senger service, which had been rec- 
ognized by hospital authorities for 
some time. 

How these two were combined to 
effect a highly satisfactory mail- 
messenger system is described here. 

Prior to the installation of the 
central mail system, an analysis of 
the procedures for mail distribu- 
tion and sorting was made by the 
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resident management engineer. 
The findings at that time were as 
follows: 

» A. 1. Mail arriving between 7:30 
A.M. and 8 A.M. was generally not 
delivered until shortly after 10 A.M. 
Business departments of the hospi- 
tal received mail directed to them 
specifically between the hours of 10 
to 11:30 A.M. Afternoon mail arriv- 
ing-at approximately 1:30 was de- 
livered between 2:15 P.M. and 3 
P.M. 

2. Registered letters and pack- 
ages generally were delivered very 
shortly after receipt, which was 
mid-morning and mid-afternoon. 

3. Mail not addressed specifi- 
cally to departments or not having 
indications of belonging to a par- 
ticular department, was directed to 
the administrator’s office. Here it 
was opened and redirected to the 
department concerned where it ar- 
rived late in the afternoon, gen- 





Management Methods 


THIs IS THE second of two 
articles on how industrial 
management methods have 
been adopted at St. Vincent’s 
Hospital to improve opera- 
tion and lower costs. The 
first, “Beyond the Obvious for 
Hospital Economy,” appeared 
in the October issue of Hospt- 
TALs.—The Editors. 

















erally too late to be handled that 
day. 

4. A survey of hospital busi- 

ness offices showed that mail arriv- 
ing at an office was rarely handled 
the same day due to the back-log 
of mail that accumulated because 
of the delays in mail service and 
the infrequency of mail delivery 
and pick-up. 
»B. Mail brought into the hospi- 
tal mail room was sorted shortly 
after g A.M. by means of a series of 
wire baskets spread over a 15-foot 
counter. This system of sorting re- 
quired the two sorters to walk the 
length of the counter many times 
during the sorting operation in or- 
der to place mail in the end baskets. 
In addition, the system was based 
on personal habit and routine that 
required complete knowledge of 
which basket held a certain depart- 
ment’s mail. 

Observation showed also that 
areas between and behind the bas- 
kets had certain meanings because 
those positions were set aside for 
minor departments. Because of the 
personalization of this system of 
sorting mail, it was impossible to 
perpetuate the system when a mem- 
ber of the mail room staff could not 
be present and an outsider had to 
come in to help sort mail. 
pC. Readdressing of mail to pa- 
tients who had been discharged 
from the hospital required the 
mail room clerk to spend several 
hours a week in the admitting of- 
fice looking up the home addresses 
of these patients. The names and 
home addresses were inscribed in a 
book, and. kept for future refer- 
ence by the mail department. 
Checking of these names depended 
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upon the volume of traffic in the 
admitting office, so that the clerk 
would not be interfering with es- 
sential business. 

» D. Outgoing mail was not picked 
up by the mail department. Each 
office was allotted a certain amount 
of postage stamps each month and 
each secretary deposited her own 
mail in a mail box. 

A mail-meter machine had been 
purchased to secure control of post- 
age used throughout the hospital. 
Arrival of the machine precipitated 
this study of the mail room systems 
in use. The analysis was made with 
a view toward simplification and 
possible development of a central 
mail system to expedite the pick-up 
of outgoing mail as well as the de- 
livery of incoming mail. 


Mail Route Survey 


In conjunction with the installa- 
tion and operation of this machine, 
a systems engineering analysis was 
made of the hospital’s mail prob- 
lem. As a result a central mail serv- 
ice was felt to be an essential need; 
in addition it might be used shortly 
as a central messenger service. Dur- 
ing a period of several weeks a sur- 
vey was made of possible routes for 
the expeditious delivery of mail 
throughout the hospital. On the 
basis of a group of time studies a 
system was developed which is, at 
the present time, the most efficient 
way of delivering mail and messages 
throughout the house. 

The mail delivery system divides 
the hospital into two routes with a 
mail messenger for each. Again 
based on a time study, a schedule 
of delivery pick-ups providing for 
two rounds in the morning and two 


Ne DESCRIPTION FOR MAIL CLERK-MES 


il er the hospital according to oshublished. icbutine 3 





depe 








NOVEMBER 1947, VOL. 21 


rounds in the afternoon was de- 
veloped. Since July 1 the messen- 
gers have been making simultane- 
ous rounds. This latter method ad- 
vanced the first mail delivery to 
g A.M. so that business offices have 
their mail shortly after the begin- 
ning of their work day. 

In order to insure understanding 
on the part of all sections of the 
hospital, a letter of instructions ex- 
plaining the system developed for 
central mail service was distributed 
with each schedule. 

Misunderstanding as to duties 
and lack of knowledge of the best 
methods of performing a job are 
often the cause of waste, inefficiency 
and poor labor relations. To pre- 
vent the possibility .of misunder- 
standing on the part of the clerk 
hired to fill the position of “mail 
clerk-messenger,” a job specification 
has been developed. It is based on 
the requirements of the job and in- 
cludes the qualifications and skill 
necessary. Copies of this specifica- 
tion were forwarded to the person- 
nel department for the interview- 
er’s use in recruiting and selecting 
the proper individual, and to the 
mail department to inform the per- 
sonnel of the responsibilities of the 
position. 

To insure proper training of the 
new clerk a job procedure sheet was 
developed in addition to the speci- 
fications outlining the duties of the 
job. This outlined in detail the 
route to be taken as well as the 
most expeditious means of travel- 
ing each route. The sheet is being 
used to indoctrinate the messengers 
with the correct delivery procedures 
and to aid them in maintaining the 
schedules as_ published. 


oily Duties 


Checks outers letters. to see ie et 
) oe oa Bipaies 


A JOB DESCRIPTION is part of the job specification outline which the personnel department uses when interviewing the job applicant. 





A careful study of the sorting pro- 
cedure outlined previously showed 
that it would be possible to cut 
down the time of this operation 
markedly. The application of work 
simplification to this problem re- 
sulted in a new work-place layout 
and sorting receptacles. The pos- 
sibility that the building housing 
the mail room will be razed shortly 
made it impractical to install per- 
manent pigeonholes. Inexpensive 
wood partitioned desk files were 
purchased since they could serve 
currently and still be used when 
the new mail room is constructed. 

Simplified Sorting 

The desk files were assembled in 
three large units containing eleven 
separate compartments each. These 
units were then set up in a semi- 
circular fashion based on the prin- 
ciples of work simplification (de- 
signed around the normal work 
area of a human being). This set-up 
brings all the pigeonholes within 
arm’s reach, permitting the entire 
sorting operation to be done effi- 
ciently by one individual. This de- 
vice eliminates steps and has re- 
duced the time required for sorting 
mail. Mail can be sorted when nec- 
essary by an individual unfamiliar 
with the sorting routine, since each 
compartment is clearly labeled with 
each department’s name. This pre- 
vents a breakdown in the system 
due to lengthy delays during pe- 
riods when mail room personnel 
are absent. 

The problem of readdressing 
mail described earlier has been 
solved through analysis in the fol- 
lowing manner: 

To eliminate the mail room’s 
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TWO SORTERS walked the counter length many times when handling mail under old system. 


dependence on the admitting of- 
fice when addresses of discharged 
patients are needed, a card file in- 
dex has been set up in the mail 
room. By tracing the distribution 
of copies of the admission form, it 
was found that at least one depart- 
ment (medical records) receiving a 
copy could extract its information 
and pass it on within a few hours. 
On the basis of this fact arrange- 
ments were made through the co- 
operation of the department head 
to have these slips ready each morn- 
ing for the mail clerk to pick up. 
The slips are then filed alphabet- 
ically and form the card file index. 
The benefits of this system are: 

1. The time-consuming, tedious 
routine of writing names in a 
ledger has been eliminated. 

2. The mail department is now 
completely independent and no 
longer must consult the admission 
file. 

3. It facilitates expeditious han- 
dling of patients’ mail and mail 
addressed merely to St. Vincent’s 
Hospital. 

4. It reduces travel time of clerks 
checking on names and addresses, 
and permits the clerk to post the 
cost reports and use the mail meter 
machine more efficiently. 

After a reasonable trial period 
the centralized mail system was en- 
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larged to include a central mes- 
senger service which delivers all 
intra-hospital correspondence, req- 
uisitions and small packages. ‘These 
duties were done formerly by each 
department, causing an overlapping 
of functions and duplication of 
effort. 


















































Many benefits have accrued to 
the hospital through the inaugura- 
tion of the system. Postage has been 
controlled since no department re- 
ceives stamps for its individual use. 
The messenger service is combined 
with the mail service; consequently 
both functions are performed by 
the same employee. As the messen- 
ger delivers mail to the various sta- 
tions, he picks up outgoing mail 
and intra-hospital memoranda at 
the same time, so that there is a 
continuous flow of communication 
between departments. It is expect- 
ed that this will cause a marked 
decrease in the traffic over the 
switchboard, which had been great- 
ly overburdened with inter-depart- 
mental calls, since all but immedi- 
ately urgent matters can be dis- 
posed of by means of the messenge1 
service. 

The need for highly-paid profes- 
sional employees leaving their work 
to deliver and call for reports has 
also been eliminated. The savings 
in this area are high, because it is 
through such decreases in loss of 
time that hidden economies lie. 
These savings, multiplied through- 
out the various departments of the 
hospital, add up to a sizable total 
of labor output. The economy and 
additional labor output are re- 
flected in dollars and cents at the 
end of the fiscal year. 
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INEXPENSIVE WOOD DESK files bring pigeonholes within arm's reach under the new system. 
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MANAGEMENT AUDIT 


Annually? 











OSPITALS FREQUENTLY are called 
H big business. In the aggregate 
their annual operating expenditures 
place them in the billion dollar 
category, high up in the economic 
and business strata. Yet hospitals 
generally have been slow in put- 
ting into use those management 
tools which are applied by other 
fields of big business. 

This has been due in part to the 
fact that in the past voluntary hos- 
pitals at least have been able to 
count on large philanthropies or 
community charitable appeals to 
meet their operating deficiencies. 
Such means of easy financing nat- 
urally removed the stimulus to op- 
erate hospitals along fundamental 
lines as practiced by big business. 

One important management aid 
which has been used widely by pro- 
gressive businesses is the periodic 
and systematic appraisal of their 
management operations and con- 
trol. This type of appraisal often 
is referred to variously by such 
phrases as management engineer- 
ing, Management surveying, and 
efficiency experts. Actually it is sim- 
ply common sense, prudent stock- 
taking of the organization and ad- 
ministration of every phase of a 
business activity—in this case, the 
hospital—by specially trained per- 
sons who have a natural adapta- 
bility for objective analysis and 
evaluation and who are skilled in 
constructively pointing up their 
findings and formulating a_pro- 
gram of desirable improvements. 

Such appraisals will have much 
greater validity in the hospital field 
if they are undertaken by persons 
with a background of experience in 
hospital administration. 

At the outset we raise the ques- 
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tion of the need for an appraisal 
at regular intervals. 

A FISCAL audit for every volun- 
tary and public hospital is taken for 
granted as a sound and necessary 
business practice. No responsible 
board of trustees or other govern- 
ing body would fail to provide for 
an independent check of the hos- 
pital’s financial transactions. 

Likewise, every approved hospi- 
tal must provide for a PROFESSIONAL 
audit of the work of its medical 
staff. The quality of medical serv- 
ices to its patients is thus appraised 
to assure the professional compe- 
tence of each staff member and to 
ensure that the hospital is affording 
the most modern and _ progressive 
professional care. Then why should 
there not be a MANAGEMENT audit 
or appraisal to ensure that the ad- 
ministration of the hospital is con- 
ducted in the most efficient and eco- 
nomical manner and that it keeps 
abreast of the best and most up-to- 
date management practices? 


Entitled to Service 


There are two primary reasons 
why no hospital should be without 
management appraisal services of 
some proportion. It will bear re- 
peating—what we frequently hear— 
that the modern hospital is a com- 
plex business and requires a skill- 
fully trained person to administer 
it. However, no matter how capable 
or experienced such an administra- 
tor may be, it is no reflection upon 
his ability to say that he will re- 
quire and is entitled to the services 





of specialists to consult with on his 
many problems and to help him de- 
termine whether he is running the 
many departments of his institution 
in the best possible manner. 

Very few administrators, whether 
in the hospital field or some other 
line of business, can carry on the 
day-to-day responsibilities of their 
job and also find time or oppor- 
tunities for research, study and 
broader experience to equip them 
to know all the answers and to keep 
abreast of developments and im- 
provement in all phases of their 
business. Likewise, even if they can 
find the time to devote to the task, 
few of them can make an impartial, 
objective and unbiased appraisal 
of their own accomplishments; and 
this would have to assume that they 
have the wealth of experience, cur- 
rent knowledge, and the skill nec- 
essary to conduct such an analysis. 

The second fundamental reason 
for a management audit or ap- 
praisal is to provide the board of 
trustees or other responsible con- 
trolling body with an independent 
medium for determining that the 
hospital for which they are respon- 
sible is being administered in the 
most efficient manner by the officials 
to whom its operations have been 
entrusted. No clear thinking hos- 
pital administrator or department 
head will object to such an ap- 
praisal of his or her stewardship 
any more than he would oppose 
the employment of an independent 
auditor or accountant as a reflec- 
tion on his honesty or integrity. 

Few hospital trustees or directors 
have the experience, time or ability 
to evaluate the management per- 
formance of their hospital. Heads 
of government hospital groups are 
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usually too far removed from the 
scene of hospital operations and 
are too busy with other official re- 
sponsibilities to supervise and in- 
spect their hospitals personally or 
even to familiarize themselves with 
the problems of administration. 

It simply would be “ostrich tac- 
tics” to conclude that one’s hospital 
or group of hospitals is being run 
efficiently and economically and 
that there is no room for improve- 
ment in its administrative, tech- 
nical and professional services or 
in its financial operations. All too 
frequently the administration of a 
hospital has gone progressively from 
bad to worse because of compla- 
cency or misplaced confidence. Be- 
lated heroic action and a change of 
management usually is required in 
the end to straighten out condi- 
tions. A periodic management ap- 
praisal would have disclosed the 
weaknesses and their underlying 
causes and could have enabled both 
the administrator and the govern- 
ing authorities of the hospital to 
take timely action. 

On the other hand, a periodic 
survey of the well administered hos- 
pital is equally needed as an assur- 
ance to the administrator, the gov- 
erning body, and the public that 
all is well—a sort of insurance 
against management adversity. 

Large hospital groups such as 
state and federal hospital systems 
have recognized the need for this 
service to its hospital executives 
and in varying degrees have de- 
veloped fulltime staffs of manage- 
ment specialists. Hospital associa- 
tions in large metropolitan areas 
are equipping themselves to give 
specialized services to their mem- 
bers in a number of problem areas 
in hospital administration. 

Among the federal agencies, the 
Veterans Administration has de- 
veloped the most complete man- 
agement survey and consulting staff, 
with specialists available in prac- 
tically every phase of hospital op- 
eration. Obviously only an organ- 
ization having such a vast hospital 
system as the Veterans Administra- 
tion could afford this service; in 
fact, its very complexity requires it. 
The Army, Navy and Air Forces 
hospitals have somewhat similar 
consultative and inspection services 
available to them. Recently, the 
U. S. Public Health Service has 
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been organizing a central staff of 
management specialists to serve its 
24 Marine hospitals. 

Because of the magnitude of the 
medical and hospital programs op- 
erated directly by the federal gov- 
ernment, which this fiscal year will 
total one billion dollars, the Bureau 
of the Budget has equipped itself 
with a group of budget and man- 
agement specialists with training 
and experience in the hospital field. 

The introduction of these man- 
agement services into local com- 
munity, church and public hospi- 
tals naturally will be an evolution- 
ary process. Present practice seems 
to be to engage someone experi- 
enced in hospital administration to 
come in and make a one-time sur- 
vey of certain problem areas. Usual. 
ly this is done by one of the more 
successful and prominent men in 
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the hospital field who is willing to 
share his knowledge and skill in the 
interest of advancing the science of 
hospital management. Obviously 
there is .a limit to the amount of 
consulting work these busy execu- 
tives can perform personally. Con- 
sequently they sometimes utilize 
the services of “juniors” with limit- 
ed experience and questionable 
adaptability to survey work. Yet at 
present there is little alternative. 

The recent sharp increase in the 
number of persons offering their 
services as hospital consultants is 
not an unhealthy sign. It suggests 
that hospitals are recognizing the 
need for dependable, competent 
persons with specialized hospital 
management experience to help 
them cope with the multitude of 
current day problems. ‘These part- 
time and occasional consultants 
must serve the voluntary local gov- 
ernment hospital field because 
there is an almost complete lack 
of hospital management engineer- 
ing firms equipped to render com- 
plete services. 

Management appraisal is not a 
luxury service. It has been my ex- 
perience that its cost has been more 
than offset by the immediate and 
the annual recurring savings that 
have been effected as the result of 
such appraisals. I feel confident that 
as qualified management appraisal 
services become more fully avail- 
able no hospital can afford to be 
without it. 

The extent of service will vary, 
of course, according to the needs of 
each hospital. It might be utilized 
to make appraisals of one or more 
special problem areas such as per- 
sonnel administration (which is 
probably the number one manage- 
ment headache today), medical 
staff relationships, nursing services 
and education, physical plant and 
equipment maintenance and _re- 
quirements, the many aspects of 
business management, public rela- 
tions, proper functional organiza- 
tion of the hospital, and financial 
administration and rate structure. 

Ideally, every hospital should 
have an initial intensive and com- 
plete appraisal of its entire opera- 
tions—professional, administrative, 
maintenance, financial and organ- 
izational—to be followed up by 
periodic “check-up” or “look-see” 
surveys every one to three years. 
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MEDICAL CENTER OF THE AIR—Peter Bent Brigham Hospital doctors talked about cancer on one of the weekly radio network programs. 


COOPERATIVE PUBLIC RELATIONS 


VERY SATURDAY MORNING from 
E 11:30 to 12, 24 stations of. the 
Yankee Network broadcast a series 
of radio programs entitled “Medi- 
cal Center of the Air;:” This net- 
work covers all of New England, 
parts of upper New York State and 
southeastern Canada. How these 
broadcasts began, how they are or- 
ganized, and the response on the 
part of doctors, hospital administra- 
tors and the public makes an in- 
teresting story. 

James S. Powers, director of edu- 
cational activities for the Yankee 
Network, was interested in a series 
of programs that would present 
medical information of interest to 
the audience covered by his net- 
work. He then approached the 
Massachusetts Memorial Hospitals 
and offered them time on the air 
at no cost if they would work up 
such a series. 

The executive committee of the 
hospitals decided that it was too 
much of an undertaking for one 
institution and invited the Boston 
City, Beth Israel and Peter Bent 
Brigham Hospitals to share in this 
radio time. The four hospitals 
agreed to put on the type of pro- 
gram that Mr. Powers had in mind. 
Each week one of the four hos- 
pitals was responsible for a _pro- 
gram. ‘This seemed to be easier than 
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combining two or more hospitals 
in one program because of the dif- 
ficulty in meeting to rehearse. 

At first the general idea was to 
have doctors sitting around a micro- 
phone discussing in an informal 
manner various symptoms, diseases 
and their treatments. This seemed 
a fine idea but was found to be ex- 
tremely impractical for two reasons. 
In the first place it was impossible 
to get across one complete, consist- 
ent idea in the half hour allotted 
when the doctors chatted informal- 
ly. In the second place the doctors 
tended to make their conversation 
so technical that the general public 
could not understand what was be- 
ing said. So a completely written 
script had to be prepared. Here is 
how it works: 


Three or four doctors and a mod- 
erator get together to discuss the 
subject they are going to present. 
For instance, on the program de- 
voted to cancer, two surgeons, a 
pathologist and a radiologist were 
selected. For a moderator, they 
chose a representative of the Amer- 
ican Cancer Society. They sat down 
with a stenographer and dictated 





the things each wanted to say. Then 
questions were formed to cue the 
participants’ contributions to the 
discussion. When the first session 
was over, everyone had a pretty 
good idea of what he wanted to say. 

At this point, the script was 
worked over by one of the doctors 
so that no one would talk for more 
than a minute or two at one time, 
thereby relieving the monotony of 
one voice and rotating the speakers. 

Timing was found to be one of 
the big difficulties. Invariably the 
programs were either too long or 
too short so several rehearsals now 
are necessary in order to get the 
timing accurate to within go sec- 
onds of 28 minutes. This allows the 
studio announcer one minute to in- 
troduce the program and one min- 
ute to close it. 

Another difficulty was getting the 
doctors to ask what seemed to them 
to be ridiculous questions. And we 
had to impress upon them the ne- 
cessity of repetition, repetition, 
repetition, in order that the radio 
audience absorb what was being 
talked about. 

On the program devoted to the 
subject of deafness, here is how we 
handled a term. that we could not 
avoid using: 

Dr. ANDERSON: Dr. Spence, what 
would you say is the most common 
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cause of deafness in young adults? 

Dr. SPENCE: Otosclerosis. 

Dr. ANDERSON: What is otosclero- 
sis? 

Dr. SPENCE: Well, otosclerosis is 
a form of ... (and he described the 
diséase). 

When the final script was pre- 
pared for broadcasting, Dr. Ander- 
son’s question was re-worded as 
follows: 

Dr. ANDERSON: Perhaps not 
everyone knows what otosclerosis 
is, Dr. Spence. 

To carry this a little further, in 
the following 60 seconds of talk, the 
word otosclerosis was mentioned no 
less than six times. Each time 
otosclerosis was mentioned the lis- 
teners were told again what it was 
in slightly different, simple terms. 

After three or four rehearsals— 
and sometimes a complete rewrite 
of the script the participants go to 
WNAGC, the Boston outlet for the 
radio network, where the program 
is transcribed in advance of actual 
broadcast. The value of transcrib- 
ing the programs instead of “live” 
broadcasts (to use radio parlance) 
is that if the doctors should make a 
mistake or lose their place while 
reading the script, they can be cut 
off by the engineer and start in 
again. Strangely enough, consider- 
ing this was the radio debut of most 
of the doctors, it has happened only 
once since the start on April 12. 

Before the Medical Center of the 
Air was presented to the radio pub- 
lic, approval was granted by the 
Massachusetts Medical Society. The 
society appreciated the value of 
such a program as a community 
service, which is exactly what this 
series is. 


Public Service Format 


There is no trace of advertising 
or of calling attention to any par- 
ticular hospital as if soliciting busi- 
ness. The purpose of the broadcasts 
is simply to acquaint the public 
with the work being done in treat- 
ment and cure of various diseases. 
The only time in the five months 
of the series’ existence that this rule 
was breached was when we put on 
a nurse recruiting program. 

On this program the directors of 
the schools of nursing from the four 
participating hospitals gave a talk 
on the advantages of nursing as a 
career. As moderator they had the 
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Prize Winner 

To THE “MeEpicaL Center 
of the Air” program, as a com- 
ponent of the Yankee Net- 
work Institute, has gone Bill- 
board Magazine’s first place 
award for regional public serv- 
ice broadcasts in the United 
States. ‘That magazine is the 
trade journal of the radio 
industry. 

















director of the Greater Boston 
Nursing Council. Even on this pro- 
gram attention was not invited to 
the four schools of nursing repre- 
sented on the broadcast. It was a 
general appeal to young girls to in- 
quire at their local schools for fur- 
ther information. Unfortunately 
there is no way of learning the di- 
rect benefits from such a recruit- 
ing program. But the nursing coun- 
cil was highly pleased with our 
help. 

Fund raising and the fiscal prob- 
lems of the individual hospitals 
were not considered fit subjects for 
this series as they would be out of 
line with the avowed purpose for 
which the radio time is given. 

It is still too early to tell how 
popular the series is with the listen- 
ing audience. It is becoming more 
and more apparent, however, that 
we are building up a regular audi- 
ence. This is shown by the increas- 
ing number of letters the radio sta- 
tions receive requesting scripts. 

The medical profession seems de- 
lighted with the results in the first 
five months. Donald G. Anderson, 
M.D., former dean of Boston Uni- 
versity School of Medicine, wrote, 
“The spirit and aims of the pro- 
gram are very creditable and the 
technique of handling the broad- 
casts has been very satisfactory.” 

Said Norbert A. Wilhelm, M.D., 
director of Peter Bent Brigham 
Hospital, “From every side I hear 
the most favorable comments on 
the Medical Center of the Air pro- 
gram.” 

Official recognition by the Massa- 
chusetts Medical Society came when 
John F. Conlin, M.D., director of 
medical information and education 
stated, ‘““The programs which I have 
heard over your network have been 
of a high order of interest. . . . The 





freedom of the programs from any 
aspect of sensationalism and the 
absence of advertising are refresh- 
ing things. . . . One effect of this 
type of educational activity will be 
to raise the existing standards. An 
informed public will not be willing 
to accept medical care which is 
substandard.” 

As for the lay public most of the 
letters simply request copies of the 
scripts. Naturally when a program 
is presented on the subject of heart 
attacks or appendicitis, for instance, 
we feel we draw an audience that 
is interested in these particular dis- 
eases. Before the programs are pre- 
sented they have been given ad- 
vance advertising by the publicity 
department of the Yankee Network 
and spot announcements over the 
network itself. 


Urge Consultation 

Occasionally a prospective pa- 
tient presents himself to one of the 
hospitals for treatment as a result 
of listening to a program, but this 
is not the purpose of the broadcasts 
at all. In fact, in almost every 
broadcast great emphasis is placed 
on the importance to the listener 
of consulting his own physician or 
going to his local hospital if he 
has any of the symptoms that are 
discussed on the air. 

The hospitals are not unmindful 
of the time and money the Yankee 
Network expends in giving this 
time for the Medical Center of the 
Air series. A certain percentage of 
radio time is always devoted to 
public services as prescribed by the 
Federal Communications Commis- 
sion, but there are always great de- 
mands on this allotted time. 

The radio people, on the other 
hand, realize that everyone is in- 
terested in the health of himself 
and his family. So it has become a 
happy combination between the 
professional medical men and the 
radio station personnel. 

A list of programs broadcast to 
date includes: The Human Body; 
Keeping a Balanced Diet; Cancer; 
Dangerous Blood Clots; Deafness; 
Rheumatic Fever; Obesity; Stomach 
Trouble; Prevention of Contagious 
Diseases; Acute Appendicitis; Nurs- 
ing as a Career; Colitis; Heart At- 
tacks; Medical and Surgical Emer- 


gencies; Postoperative Exercises; 
Backaches; Psychosomatic Medi- 
cine. 
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OR A NUMBER OF YEARS the busi- 
F ness office staff struggled with 
the difficult problem of simplifying 
business routines that outpatients 
are required to follow. After care- 
ful study a new procedure was 
instituted December 1, 1946, and 
although it has been in effect for 
only a limited period, we believe 
the revised plan has been an un- 
qualified success. In fact, the results 
have been even more far-reaching 
than we had anticipated. 

To the uninitiated the prelimi- 
nary business routines are “a lot 
of red tape” that serve only to delay 
their examinations in the clinics. 
During an average day we have 
from six to seven hundred. clinic 
visits, but some individuals visit 
two or more clinics in a single day, 
so that each clinic visit does not 
represent a different individual. 

Practically all the outpatient clin- 
ics and the various offices that han- 
dle registrations and financial ar- 
rangements for both inpatients and 
outpatients are located on the hos- 
pital’s first floor. Because of the 
heavy outpatient load and the 
method of handling outpatient ac- 
counts that had been in existence 
for many years, the limited facilities 
in the business office were badly 
overloaded and congested some- 


Five Steps to Eliminate 
OUTPATIENT CONFUSION 


HERBERT P. WAGNER 


BUSINESS MANAGER, AND 


E. C. LAETZ 
ASSISTANT BUSINESS MANAGER 
UNIVERSITY HOSPITAL 
ANN ARBOR, MICHIGAN 


times. The old method of dealing 
with these individuals frequently 
forced the patient to wait in line to 
receive approval of charges, obtain 
a refund or pay his account, and in- 
volved a considerable amount of 
clerical work that took the time of 
a number of the staff. This problem 
was aggravated greatly during the 
war because of help shortages, 
heavy turnover of the clerical staff 
and considerable increase in the 
outpatient load. 

The new plan perhaps can be 
explained best by describing the 
old system and its drawbacks, and 
the improved methods now in oper- 
ation. Under the old plan a patient 
was required to make an advance 
deposit of $10 at the time of regis- 
tration to cover his registration fee 
and anticipated charges for outpa- 
tient visits. Rarely, if ever, would 
the final charges equal the exact 
amount of the deposit. 

In some instances the patient 


‘might visit only one clinic and re- 


ceive a refund of a ‘major portion 
of his deposit at the completion of 





his examinations, or he might visit 
several clinics, so that the total 
charges would exceed the original 
deposit. Practically every case in- 
volved a refund or an additional 
payment by the patient. Under the 
old plan it was necessary to estab- 
lish an account in our accounts re- 
ceivable ledger every day for each 
of 150 to 200 new registrations. 

At the time of registration and 
payment of the advance deposit, the 
patient was provided with a small 
card to be presented in each clinic 
he visited. Clinic visits were record- 
ed on one side of this card, and any 
special tests and procedures per- 
formed were entered on the reverse 
side. If several clinics were visited 
without any special tests or proce- 
dures, the record card showed only 
clinic visits. 

If any special items such as a 
hemoglobin test, a basal metabol- 
ism test, or some similar procedure 
were ordered, a requisition was 
prepared by the clinic for. presenta- 
tion at the outpatient window in 
the cashier’s office in the main of- 
fice. Here the work was authorized 
by stamping the requisition; the 
amount of the charge was deter- 
mined and collected or else charged 
to the patient’s account, and a re- 
ceipt or charge ticket written. The 





UNIVERSITY OF MICHIGAN 
UNIVERSITY HOSPITAL 
OUTPATIENT RECEIPT CARD 


IMPORTANT—Please Read Carefully 


(15) days only and is not valid after ..... 


The University Hospital Outpatient Clinics are operated on a flat rate basis, 
which means that the amount you just paid entitles you to examinations during 
the next fifteen days in as many clinics as our medical staff considers necessary. 
Included in the above fee, as a part of the registration procedure is an x-ray of 
your chest, a blood examination, and if necessary, a urinalysis. However, this flat 
rate does not include further x-rays, ‘electrocardiograms, and special tests and 
Procedures. Those items not included in the flat rate are payable at the out- 
Patient window as the services are rendered. This card may be used for fifteen 








you are examined. 
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Preserve this card until it expires. You must present it ot each clinic in which 
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IMPORTANT—Please Read Carefully 


The payment just made, which is a special outpatient rate, allows you to be 
examined in the clinic in which you have just registered. Included in the above 
fee as a part of the registration procedure is an x-ray of your chest, a blood 
examination, and if necessary, a urinalysis. 


If it is necessary for you to be examined in other clinics, or if further x-rays, 
electrocardiograms, or special tests and procedures are required, additional charges 
will be payable at the outpatient window as the services are rendered. 


UNIVERSITY OF MICHIGAN 
UNIVERSITY HOSPITAL 
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AT THE TIME of registration patients receive one of two cards which explain what they have paid for and what they may expect to pay. 
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special service to be rendered also 
was entered on the patient’s record 
card so that it would contain a 
complete statement of all services 
rendered. 

A memorandum ledger account 
upon which the special tests and 
procedures were entered was main- 
tained at the outpatient window 
for each patient, so that settlement 
of his account could be: made 
promptly when he called at the 
window. We had two such outpa- 
tient windows, and on busy days 
there were as many as 10 or 12 peo- 
ple waiting their turn at each win- 
dow to obtain refunds or approval 
of charges and transact other busi- 
ness. Because of inconvenience to 
patients we were planning to es- 
tablish a third window in this area. 
We were criticized of course be- 
cause the patients not only had to 
wait in line but also had to walk 
back and forth between the outpa- 
tient windows and other units of 
the hospital. 


Flat Rate Basis 

With simplification as our objec- 
tive, we made several studies de- 
signed to eliminate, if possible, 
some of the difficulties under the 
old system. As a result of these 
studies the following steps were 
taken to improve the situation: 

1. A series of flat rates for out- 
patient clinic visits payable at the 
time of registration was established. 

2. We formerly had three differ- 
ent groups of rates for charges 
based on the patients’ ability to 
pay. The number of groups was re- 
duced from three to two by a com- 
bination of two of the former 
groups. 

3. Since all outpatient services 
except state and county cases now 
are rendered strictly on a cash basis, 
we discontinued accounts for each 
patient both in the temporary 
ledger in the cashier’s office and in 
our permanent accounts receivable 
ledger. 

4. We now simultaneously pre- 
pare and approve the requisitions 
for some special tests and proce- 
dures at the outpatient windows so 
patients will not have to walk back 
and forth between clinics and the 
outpatient windows, 

5. Those in the outpatient de- 
partment also have been trained 
to act for the credit department 
in special instances, such as state 
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and county cases requiring special 
scrutiny. 

These changes are based on a 
number of factors. First, our expe- 
rience for a period of time indicat- 
ed that a patient averages about 
two outpatient visits. We also found 
that the average outpatient com- 
pletes most of his visits to the clinics 
within a period of 15 days after 
registration. A series of fees de- 
signed to cover the average case 
within a range of $2 and $14, de- 
pending on the financial status of 
the patient was established. The 
initial registration fee plus a charge 
for the average number of clinic 
visits served as a basis for these fees. 
The studies showed that some in- 
dividuals require a single clinic 
visit only for treatment of a minor 
injury or abrasion. Obviously the 
flat fee would be out of line for 
such cases. To meet this problem 
a so-called “limited service rate” 
was established for this type of case. 
A special limited service registra- 
tion card was also provided for this 
group. 

At the time of registration a card 
is handed to each patient explain- 
ing exactly what they have paid 
for, and what they may expect in 
the way of services without further 
payment. 

The results of these changes have 
been interesting and the advantages 
of the new system have exceeded 
expectations. The long lines at the 
two outpatient windows have dis- 
appeared, and there are rarely more 
than two or three people at each 
of these windows at one time. As 
stated previously, we had seriously 
considered establishing a third win- 
dow, but fortunately this move was 
delayed until after we had a chance 
to experiment with the new proce- 
dure. We now have one less em- 
ployee in this area due to a reduc- 
tion in the amount of clerical work. 

The patients now receive prompt- 
er service with a minimum loss of 
time and energy on their part. All 
services are now on a flat fee basis 
which eliminates final settlement 
of accounts. 

If he had left his record card 
showing all services he had received 
at home or had lost or mislaid it, 
we faced a difficult situation. In 
those instances the only solution 
was to refer to the medical record 
to determine the number of clinics 





visited. Obviously, all these things 
did little to strengthen public rela- 
tions and were time-consuming. 

Sometimes patients left the hos- 
pital without final settlement of 
their account. Naturally, the long 
lines at the outpatient windows 
tended to discourage a patient from 
making final settlement after a long 
and arduous day. In those instances 
the amount of the initial deposit 
was recorded in the ledger, but we 
had no record of the clinic visits 
because the patient had taken his 
record card with him. Again it was 
necessary to refer to the patient’s 
medical record to complete the fi- 
nancial records. 

If the patient was entitled to a 
refund it was sent to him, but if 
the total charges exceeded the ini- 
tial deposit we were faced with a 
collection problem. Since patients 
are from points throughout Michi- 
gan, it is readily understandable 
why we lost many small balances on 
such accounts. The amounts in- 
volved generally were too small to 
give much effort to collection. 

Some of the results of the new 
program might be questioned since 
the average rate might penalize some 
individuals receiving only limited 
service. On the contrary, we have 
had practically no objections from 
the patients, which is undoubtedly 
due to the fact that our rates are 
comparable to those paid for simi- 
lar services elsewhere. The so-called 
limited service policy largely over- 
comes this problem because an in- 
dividual certain of only one visit 
pays on such a basis. If a return 
visit is necessary, the patient is re- 
quired to pay for it. 

Benefits of System 

Important results of the flat out- 
patient rate can be summarized 
briefly: (1) while patients still have 
to appear at the main office before 
each special treatment or test, the 
time spent there has been reduced 
considerably; (2) a considerable 
amount of clerical work in the busi- 
ness office has disappeared, as we 
no longer establish either memoran- 
dum or permanent ledger accounts 
for these patients; (3) the number 
of refunds is reduced greatly; (4) 
the problem of collecting small bal- 
ances no longer exists, and (5) our 
limited experience indicates that 
revenue from outpatient services 
has increased slightly. 
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Income Data Pose the Question: 


Are Hospital Rates 
TOO HIGH? 


FRANK G. DICKINSON, Ph. D. 


DIRECTOR, BUREAU OF MEDICAL ECONOMIC RESEARCH, AMERICAN MEDICAL ASSOCIATION 


LMOST EVERYONE KNOWS that 
A hospital rates have been in- 
creasing, but the question is wheth- 
er they are beyond, or threatening 
to rise beyond the public’s ability 
to pay for hospital care. 

A search of the latest data turns 
up some facts that may be surpris- 
ing, some statistical evidence that 
the American people are better 
able to buy hospital service today 
than they were 10 years ago. 

The U.S. Department of Com- 


merce has published, from time to | 


time, estimates of the total con- 
sumer expenditures of the Amer- 
ican people. The data for 1929 
through 1946 were made available 
recently in “The National Income 
Supplement to the Survey of Cur- 
rent Business,” July 1947. 

Table go in that issue contains 
206 lines or items of consumer ex- 
penditures. They are divided into 
12 classes. Class VI (18 items) is 
entitled “Medical Care and Death 
Expenses.” The last three items 
are death expenses and may be 
climinated here. The first 15 items 
are: Drug preparations and sun- 


dries, ophthalmic products and 
orthopedic appliances, physicians, 
dentists, osteopathic physicians, 


chiropractors, chiropodists and _ po- 
diatrists, private duty trained nurs- 
es, practical nurses and midwives, 
miscellaneous curative and healing 
professions, privately controlled 
hospitals and sanitariums, net pay- 
ments to group hospitalization and 
health associations, student fees for 





From a paper presented at the American 
Hospital Association Convention, St. Louis, 
September 22-25, 
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medical care, accident and health 
insurance (net payments), mutual 
accident and sick benefit associa- 
lions (net payments). 

The amounts of consumer ex- 
penditures are given for each year, 
1929 through 1946. The total item 
for 1946 medical care is broken 
down into only three items, so the 


last year will be 1945 for any par- 
ticular item of medical care. 

Before examining these data on 
the cost of medical care in the 
United States, it is well to note the 
limitations of the data. 

Consumer expenditures are made 
by the people primarily: as con- 
sumers, not in their role as tax- 
payers. 

Staff members of the Department 
of Commerce report that the item 
entitled “Privately Controlled Hos- 
pitals and Sanitariums” covers pay- 
ments by patients to proprietary 
hospitals plus the operating ex- 
penses of nonprofit hospitals. The 
expenses of operating governmental 
tuberculosis sanitariums and veter- 
ans hospitals, for example, are 
government items and are specifi- 
cally excluded from. these compila- 
tions. 

The item for physicians’ services 
includes the gross receipts which 
physicians in independent private 
practice derive from individuals. 
Payments to physicians in govern- 
mental hospitals are excluded as 
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Chart III—Selected Consumer 
Expenditures in the 


United States, 1929-1946 


(Ill) Percentage of Total Expenditures 


Chart IV —Percentage Distribution | 
of Expenditures for Medical Care 
in the United States, 1929-1945 


(IV) Percentage of Total Medical Care 
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are payments to physicians in in- 
dependent private practice derived 
from insurance companies, from 
businesses paying on a fee basis 
and similar items. 

These exclusions from medical 
care items are taken into account 
in references to physicians and hos- 
pitals. The medical care series is 
consistent; the hospitals and phy- 
sicians items are comparable. It 
would have been very difficult to 
process these data if the medical 
care of veterans, a cost of war, had 
been included because it would 
have required a foray into the 
tangled field of public finance. So 
long as the medical care series is 
consistent and its limitations are 
understood, the data can be proc- 
essed. 

One further limitation: Data on 
medical care for the war years are 
greatly affected by war conditions, 
notably by sharp reductions in the 
number of civilian doctors, den- 
tists, nurses and allied personnel. 
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The 15 medical care items may 
now be placed in three categories: 
(1) physicians, (2) hospitals, (3) 
other. It is then possible to com- 
pare the expenditures for medical 
care as a whole and for each of the 
three components thereof with 
some of the other important con- 
sumer expenditures. It would be 
meaningless to compare the ex- 
penses for medical care with those 
for food because food is such a 
very large item.* 

Five groups of items are chosen 
for making the comparisons: Alco- 
holic beverages, recreation, tobac- 





[*The tables showing the author’s com- 
putations appear in a 12-page pamphlet, 
“Is Medical Care Expensive?,’’ published 
by the Bureau of Medical Economic Re- 
search, American Medical Association, 535 
N. Dearborn, Chicago 10. One copy of 
this pamphlet will be mailed by the 
American Medical Association upon re- 
quest without cost. 

This bureau also has prepared mimeo- 
graphed tables (five -pages) comparing 
medical care costs, 1929-46, with expendi- 
tures for owner-o occupied non-farm dwell- 
ings, shoes, furniture, fuel except gas and 
ice, household utilities, and user-operated 
transportation. One set of these tables will 
be mailed upon request without cost.] 








co, personal care (toilet articles, 
beauty parlors, barber shops and 
the like) and jewelry. 

Considering medical care as a 
single item, this grouping gives six 
items. Together they constitute 72 
of the 206 lines in the table on con- 
sumer expenditures and approx- 
imately one-sixth of the total ex- 
penditures. These six items are 
chosen because they are of compar- 
able size and because they can be 
followed through the entire period 
1929-1946. 

This highly statistical informa- 
tion can be dramatized best by the 
use of five charts. Chart I shows 
dollar expenditures for the six 
selected items during each year 
from 1935 to 1946. The totals of 
these six items range from a low of 
7.6 billion dollars in 1933 to an 
average of 11.8 billion dollars for 
1935-1939 (which five-year average 
will be used as a base period) to a 
high of 29.4 billion dollars in 1946. 

It is worth noting that since 1941 
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the largest of these six selected 
items is alcoholic beverages. The 
total cost of medical care ranged 
from two billion dollars in 1933 to 
5.6 billion dollars in 1946, roughly 
two-thirds of the amounts spent for 
alcoholic beverages. This chart 
shows the change from year to year 
in the totals in the six items as well 
as the component parts thereof. 

Using 1935-1939 average as 100, 
the cost of medical care is shown 
to be up to 211, alcoholic bever- 
ages to 277, recreation 253, tobacco 
210, personal care 253 and jewelry 
to 408. ‘Thus medical care and to- 
bacco have been the slowest mov- 
ing items. The component parts of 
medical care, physicians’ services 
and hospitals, especially the former, 
have moved up much more slowly 
than any other items. 

The ability of the American peo- 
ple to pay the cost of medical care 
is obviously related to their in- 
come. In Chart II these selected 
consumer expenditures have been 
shown not in dollars but in per- 
centages of national income for 
the year—annual personal income 
as the series is now called by the 
Department of Commerce. Here 
the Survey’s personal income 
amounts have been adjusted to 
exclude payments to the armed 
forces. It can be seen that medical 
care is clearly a decreasing percent- 
age thereof. 

Since 1940 the dollar cost of 
medical care has risen, but the por- 
tion of the national income spent 
for medical care has decreased. The 
same statement holds true for the 
services of physicians and hospitals. 

Despite their sharp rise in rates, 
hospitals have succeeded in hold- 
ing down the cost of hospital care 
so that it has risen less rapidly than 
the national income. This is one 
measure of the ability of the people 
to pay. 

This general statement should 
be placed in proper perspective. 
The item for medical care looms 
largest as a percentage of national 
income in the period of depression; 
during 1932-1933 it was 4.4 per 
cent of personal income. The low- 
est percentage, 3.2, was reached in 
1943 although there was practically 
no variation during the period 
1942 through 1946. 

Those who are worried about the 
rising cost of medical care are en- 
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titled to conclude that the costs of 
medical care in relation to national 
income are highest in a period of 
depression and lowest in a period 
of frenzied prosperity. Physicians’ 
services declined from 1.2 per cent 
in the base period, 1935-1939, to 0.9 
per cent in 1945. The hospital item 
has decreased from 0.7 per cent in 
the base period to 0.5 per cent in 
1945. The governmental medical 
care exclusions mentioned earlier 
should be recognized in drawing 
this conclusion. Again, the data are 
internally consistent. 

To go one step further: Total 
consumer expenditures do not usu- 
ally equal the national income. The 





differences are called either liquid 
savings or negative savings. It is 
therefore necessary to examine med- 
ical care expenditures as a percent- 
age of total consumer expenditures. 
The results of these compilations 
are presented in Chart III. Again it 
is true that medical care expendi- 
tures are largest in a period of 
depression and at a minimum in a 
period of frenzied prosperity. 

Expenditures for medical care 
reached a high of 4.4 per cent of 
total consumer expenditures in the 
years 1932 and 1933 and have since 
declined to 3.9 per cent in 1946; 
the same downward trend is noted 
in expenditures (percentagewise) 
for physician services. For hospitals, 
the percentage has remained at 0.7, 
the base period (1935-1939) level. 

Annual expenditures for alco- 
holic beverages since 1940 have be- 
come a larger percentage of total 
consumer expenditures every year 
except for 1946. There is no ready 
explanation for the slight decline 
from 6.4 per cent in 1945 to 6.1 per 
cent in 1946. 

It should be of interest to exam- 
ine the medical care dollar, using 
100 cents for the expenditure of all 
medical care items in each year. 
How many cents have been paid to 
the physician, how many to the hos- 
pital, how many to the dentist and 
how many on the other items in 
medical care? 

Chart IV is another vertical bar 
chart; it shows the percentage dis- 
tribution of medical care expendi- 
tures, 1929-1945. Chart V_ shows 
these percentages as cents in the 
“medical care dollar’ for selected 
years—1929, 1935-1939 and 1945. 

The physicians share of the med- 
ical dollar has declined from 32 
cents to 31 cents to 27 cents; the 
dentists’ share has declined from 16 
cents to 13 cents. On the other hand 
the hospitals’ share of the medical 
care dollar rose from 13 cents in 
1929 to 17 cents in the base period, 
and fell to 16 cents in 1945. 

The share of the medical care 
dollar spent for drugs has increased 
rather consistently throughout the 
period. It was 20 cents in 1929, 21 
cents in the base period, and 23 
cents in 1945. This increased share 
for drugs undoubtedly reflects the 
large expenditure for what are 
called the wonder drugs. 


(Continued on page 64) 












As a Business House 


Would Collect. from 


HE GOAL of all hospitals is to 
eames their accounts in full be- 
fore, during, or at the termination 
of the patient’s stay in the hospital. 
Since this is seldom achieved, it is 
important that proper machinery 
be set up for collecting these un- 
paid accounts. Lack of success in 
collecting the bill in full before dis- 
charge need not mean loss of the 
balance owed. 

Debts paid on a budget basis usu- 
ally will be paid in full if the hos- 
pital adopts the proven collection 
procedures of business firms, modi- 
fied by the charitable nature of its 
work. Successful collection depends 
on an understanding of the tested 
psychology of collecting: An effec- 
tive interview, proper follow-up Iet- 
ters, judicious handling of these let- 
ters, and a reputation for a consid- 
erate but firm collection policy. 

Personal Matter 

Every patient is an individual, 
and his account should be handled 
in a personal way. Any plan of pay- 
ment satisfactory to him and with- 
in the limits of hospital fiscal pol- 
icy should be adopted, but the pa- 
tient must understand his budget 
plan and obligations for payment. 
He should be in a position to meet 
these demands. It is better to re- 
duce weekly payments for a patient 
and have them met regularly than 
to assess a sum that is beyond his 
financial means. 

A reasonable attitude on the part 
of the hospital will beget a reason- 
able, cooperative attitude on the 
part of the patient. The knowl- 
edge that the hospital is coopera- 
tive, and that the payment plan is 
for his convenience in meeting his 
commitments will create a favor- 
able relationship between hospital 
and patient. The initial interview 
must impress the patient with the 
fact that (1) the hospital is a char- 
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SLOW-PAY PATIENTS 


JOHN F. BERRY 


ASSISTANT TO THE SUPERINTENDENT 
SPRINGFIELD (MASS.) HOSPITAL 


itable, nonprofit institution, (2) 
everything collected is used to 
maintain it for the benefit of the 
community, and (3) because of in- 
creased demands for health service 
and the number of charitable cases 
cared for, non-indigent patients 
must pay for their hospital care. 

Three factors—the patient’s full 
knowledge of the amount of the 
bill, the agreed method of payment, 
and the charitable, nonprofit na- 
ture of the hospital—make up the 
foundation for both satisfactory 
collections and community good 
will. 

An efficient account card should 
be set up, and a good system of 
flagging delinquent accounts adopt- 
ed so that the follow-up letters will 
be mailed regularly. A schedule of 
letters should be maintained, and 
the action promised in them must 
be taken. When the patient realizes 
that the hospital will not be put 
off, he will make his payment as 
agreed. A certain amount of re- 
spect for the hospital also will be 
engendered among those who cus- 
tomarily have to be dunned before 
paying. This will make the task 
of collection easier in the future, 
for the hospital bill will receive 
the priority to which it is justly 
entitled. 

These letters can be maintained 
on a high plane because the hospi- 
tal has an appeal that no business 
firm ever had. Since the average 
person looks upon the hospital as 
a necessity in the community and 
its work as one of mercy, the letters 
can be drawn up to appeal to 
man’s better nature. The spirit of 
charity that is so manifest in a hos- 
pital should be extended to its col- 
lection appeal. 









The telephone used properly is 
probably the best and surest meth- 
od of collection. A clerk in the of- 
fice of the hospital director or in 
the accounting department who 
has a pleasing telephone person- 
ality can do much over the tele- 
phone to collect an account or dis- 
cover the reason for non-payment. 

As she gains experience, she can 
be given more and more authority 
such as the power to grant exten- 
sion of time for payments if re- 
quested, or permission to pass a 
weekly payment if a double pay- 
ment is made the following week. 
She should never agree on the 
telephone to a permanent change 
in payment terms. She should in- 
sist that the patient come to the 
hospital and personally make ar- 
rangements for a new agreement. 


Letter First 


It is best to use the telephone 
after the first letter is mailed, for 
this letter is a reminder breaking 
the ice and informing the debtor 
that the hospital is concerned about 
his non-payment. Immediate use of 
the telephone may give the patient 
the idea that pressure means arc 
being adopted, and immediately he 
will develop an antagonistic atti- 
tude toward the hospital and _ his 
account, for usually the first failure 
to remit a payment is due to an 
oversight. 

After the first letter, a telephone 
call forces the patient to make a 
definite statement about his ac- 
count. He is obliged to explain the 
reason for non-payment and either 
promise future payments as agreed 
or indicate unwillingness to com- 
ply. His answer will determine fu- 
ture collection policies. 

Letter 1 should be used when no 
payment has been received for two 
weeks despite the fact that weekly 
bills have been mailed. The letter 
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reminds the patient of his agree- 
ment and of the fact that the hos- 
pital expects him to fulfill his 
promise. It is a mild, friendly letter 
serving merely to jog his memory. 
In the majority of cases, this letter 
will serve to collect the amount 
past due and to impress on the pa- 
tient the worthwhile work the hos- 
pital is performing. 

Letter 2 should be written one 
month from the time the previous 
remittance was received. It should 
follow the first letter and the tele- 


colsect 


phone call made at the end of the 
third week. This letter will depend 
entirely on the results of the phone 
call. If a promise was obtained and 
not fulfilled, or if no contact was 
made by telephone, this letter must 
be firmer in tone than the first. 
There is a direct relationship be- 
tween slowness of accounts and to- 
tal loss. At this time it would ap- 
pear that the patient was evading 
payment, and definitely should be 
classified in the doubtful class. The 
urgency of the illness for which he 








Dear Mr. 


need for the money owed to us. 


Very truly yours, 


Cotlection Department 








A month has passed since your last payment was made to the XYZ Hospital 
and we have heard nothing from you despite our weekly billing. We can~ 
not understand your attitude in this matter. We have explained to you 

the charitable, nonprofit nature of this institution with the resultant 


You signed an agreement to make weekly payments on your hospital bill. 
We accepted this in good faith and allowed you to budget your account 
as an extra service to you. You have failed to return our good faith, 


We cannot allow this account to remain fnactive any tonger. Uniess we 
receive a substantial payment within five days we wil! Interpret ft as 
a refusal to cooperate and will report your name to the Merchants Credit 
Bureau as a poor credit risk. Since all merchants check credit through 
this bureau, a record of nonpayment against your name will serve to pre- 
_ vent extension of credit to you by any of these merchants. 


We hesitate to take this step but you are forcing us te do it by your © 
tack of cooperation and your failure to honor your obligation. : 











recel? 
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was hospitalized has passed, and 
the patient is once again in good 
health with other demands on his 
money. 

Now is the time to make a de- 
mand for payment. Collection prob- 
ably will be a difficult and continu- 
ing job, requiring constant urging 
by letters and telephone. No more 
time should be allowed to elapse 
before demonstrating to the indi- 
vidual that the hospital intends to 
collect. 

Letter 3 is very important. This 
is the final acknowledgment of pay- 
ment in full. It serves as the pa- 
tient’s receipt, and also as a per- 
sonal note from the hospital let- 
ting him know that his efforts have 
been appreciated. It demonstrates 
that the institution has a heart in 
that it takes time, despite the daily 
pressure of work, to express appre- 
ciation for the patient’s efforts. 
This letter should be signed by the 
hospital director, and the good- 
will it will create among the people 
in the community will well repay 
him for his efforts. 


Sample Letters 

Three sample letters are present- 
ed herewith. They need not be fol- 
lowed exactly, but they have 
proved their worth in commercial 
collection work. Since the average 
small hospital will have its collec- 
tion work done by a clerk—the di- 
rector seeing only difficult or un- 
usual accounts—the letters will 
serve as models until she is suff- 
ciently experienced to reword them 
to suit each patient’s personal 
situation. 

A response to any of these let- 
ters giving sufficient reasons for 
non-payment and requesting a 
grace period of a week or two, or 
requesting a change in plan of pay- 
ment, would change the sequence 
of the letters and require further 
special handling. Although each ac- 
count must be handled individual- 
ly, these letters might be used as 
shown if no peculiar factors exist. 
The letters should not be mimeo- 
graphed. They should be typed as 
needed and signed by the clerk in 
charge over the title of collection 
officer or its equivalent. Any indi- 
cation that the letters are sent on 
a production line principle without 
personal attention will detract 
from their value. 
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Preparing for a 


HE ADVANTAGE OF hospital asso- 
Miaeiiak is real, and few will deny 
that the present high standard of 
hospital care found its origin in 
the cooperative effort of all hospi- 
tals. Improvements to which those 
in the hospital field point with 
pride are largely the results of or- 
ganized activity. Yet there is room 
for further improvement in hospi- 
tal care, and progress toward the 
ultimate goal will depend, for the 
most part, upon the combined ef- 
fort and stronger association of 
hospitals. 

_A very logical question facing 
state associations, therefore, con- 
cerns the degree of organization 
necessary to serve the local need 
adequately. What can be expected 
of the fulltime staff as compared to 
parttime? Will the amount of serv- 
ice and benefits to members develop 
in proportion to the structure of 
the organization? 


Cooperation Vital 


Increased service and_ benefits 
should follow with the growth and 
expansion of organizational activ- 
ity, but cooperation by all hospitals 
is essential. The association that re- 
lies upon its fulltime staff to per- 
form its functions is doomed to dis- 
appointment and eventual failure. 
Upon the creation of a fulltime 
staff, members of the association 
should roll up their sleeves and pre- 
pare for work because they will be 
called upon more frequently to as- 
sist in the solution of problems that 
can be solved only by collective 
action. 

One of the early considerations 
of the newly organized association 
will be the publishing of a bulletin. 
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State Association 


FULLTIME PROGRAM. 














An experience report written to 
augment the American Hospital 
Association’s manual, “Organiza- 
tion of State Hospital Associations 
as a Fulltime Endeavor,” and to 
aid state groups in that plan. 
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For those whose finances can absorb 
$500 to $800 worth of mimeograph- 
ing, typewriting and addressing 
equipment, the problem is mini- 
mized to determining the bulletin’s 
ultimate value. 

Two principles should be kept in 
mind when thinking in terms of 
value. First, the bulletin should 
present news which will be of in- 
terest to all members. If the bulle- 
tin is not distributed soon after the 
news event has taken place, that 
purpose is defeated. In the second 
place, the publication should be 
brief to insure its being read. 

It is generally agreed that an 
elaborate bulletin is a source of 
pride—not to mention expense—but 
if it is to be published frequently, 
a well-rounded staff devoting prac- 
tically full time to the project will 
be necessary. A modest bulletin 
consisting of a minimum of 300 
copies, when produced commer- 
cially, will cost approximately 20 
cents per copy. Considerable money 
could be saved over a period of 
time if the association were to pur- 
chase the mimeographing equip- 
ment. Those without sufficent capi- 
tal, may have the work done com- 
mercially and in this way control 
their costs to a greater extent. 

The matter of financing deserves 
more than a little comment, espe- 
cially from the standpoint of con- 
sistency of dues. Adequacy and 
source of dues has been covered in 
the Association manual. On the 
other hand, consistency and equal- 
ity is most important when estab- 
lishing a dues structure, and if the 





dues structure is not developed 
carefully it may cause the associa- 
tion loss of memberships. 

If the state association is to be- 
come affiliated with the national 
association, the state dues should 
be either consistently above, con- 
sistently below, or in agreement 
with the national dues. Nothing 
can become more challenging or 
difficult for a state association to 
defend than a system of dues that, 
because of arithmetical frequency, 
will cause some of the members to 
pay in excess of national dues. ‘This 
situation can happen when dues are 
based on patient days of service. 

The following example _ illus- 
trates the point: 


Patient Days State Association 
of Service Dues 
1-5,000 $ 10 
5,,000-10,000 25 
10,000-25,,000 50 
25,,000-50,000 100 
50,000- 100,000 200 
100,000 and over 250 


Consider then the national struc- 
ture of dues: 0.4 cents for each day 
of the first 40,000 patient days of 
service; 0.2 cents for each day of 
the next 70,000 patient days of 
service. Now let the patient days 
of service for “X” hospital amount 
to: 


Patient Days National Dues State Dues 
of Service Will be Will be 
50,000 $180.00 $200 
55,000 190.00 200 
56,000 192.00 200 
57,000 194.00 200 
58,000 196.00 200 
59,000 198.00 200 
59,997 199-99 200 
60,000 200.00 200 
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If the new association should de- 
cide upon a structure of dues simi- 
lar in principle to the above ex- 
ample, the trustees should consider 
it carefully in relation to the na- 
tional structure with particular 
reference to and emphasis on the 
first 40,000 patient days of service. 

Another factor involving con- 
sistency relates to types of mem- 
berships. These should follow the 
types established by the American 
Hospital Association. This practice 
will prove advantageous to the state 
if, at a later date, it should choose 
to become affiliated with the na- 
tional association. 


Decide Dues Schedule 

First, a decision should be made 
whether state dues will be greater 
than, less than, or equal to the na- 
tional dues; then all memberships 
should be rated accordingly. It 
would seem more logical to ap- 
proach the problem by levying 
upon all members a flat percentage 
of national dues, but this presumes 
the national schedule to be equi- 
table, a debatable point insofar as 
the small hospital is concerned. 

Can the service of the state asso- 
ciation to its members surpass that 
of the national organization? It not 
only can, but it does happen fre- 
quently. For years the associations 
in Ohio, California and Pennsyl- 
vania have collected state dues in 
excess of national dues. 

Which association therefore, 
should receive the greater amount 
of dues? 

The new association should con- 
sider carefully its dues schedule in 
the light of planned activity. It is 
incumbent upon the trustees of the 
state association to give this matter 
thought. 

The function of the state associa- 
tion in relation to local problems 
confronting it may be considered 
as an example. 

Most of the work is performed 
locally by local participants. The 
results in turn become the founda- 
tion for national integration, cor- 
relation and dissemination. It is 
not too unreasonable to assume 
therefore, that to promote advance- 
ment and strengthen state associa- 
tions so that nationally hospitals 
may do a better job, state associa- 
tions will find it necessary to in- 
crease the amount of dues collected 
from members. 
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Other matters of finance will 
arise. The table below shows the 
first six months’ operating experi- 
ence of a recently established full- 
time state association office. (See 
“Operating Expenses.”’) 

Sufficient allowance should be 
made for travel, telephone and tele- 
graph expense if the secretary is to 
serve the association adequately. 
The secretary should contact mem- 
bers frequently in order to ascertain 
to what extent the association is 
meeting the needs of hospitals and 
how it may serve its members bet- 
ter. Furthermore, the secretary will 
be expected to meet with councils, 
committees and officers of the asso- 
ciation as well as with other health 
organizations and related agencies. 
Travel expense should figure prom- 
inently in the budget therefore. 

When establishing a central of- 
fice with a fulltime staff, the asso- 
ciation can do much to minimize 
its “growing pains” if the officers 
and trustees will develop a code, set 
of rules or list of duties for its staff. 
The title given to the person in 
charge of the office should imply 
the amount of authority it bears. 
But implied authority is not 
enough. The duties and responsi- 
bilities should be set forth in writ- 
ing. 

One of the duties should contain 
an undeniable reference to the fact 
that the staff will act only upon au- 
thority, and that authority shall 
emanate from more than one per- 
son. 

It would be wise for the associa- 








OPERATING EXPENSES 


of a state hospital association 
for a six-month period begin- 
ning December 10, 1946. 


$3,303.43 
330.00 
633.15 
203.69 


Travel & Meeting 

Postage & Addressing 

Secretarial & 
Reporting 

Auditing 

Insurance __........ reer 

Withholding Tax __... 

Telephone & 
Telegraph 

Office Supplies 

Furniture & Fixtures. 

Legal Counsel 


187.45 

50.50 
182.25 
443.40 


200.40 
199.83 
377.96 




















tion to create a small executive com- 
mittee or council, with power to act 
for the trustees in matters of emer- 
gency, to whom the staff might look 
for prompt decision. This is very 
important during periods when the 
legislature is in session. Decisions 
should be made promptly. The re- 
sults of a stormy session can lay 
open to serious impairment of in- 
tent even the most thought-out and 
carefully planned pieces of legisla- 
tion so that the matter of recon- 
struction must be performed quick- 
ly. It may be so urgent that the 
time involved in calling a meeting 
of the legislative committe or trus- 
tees might seriously endanger the 
possibility of the bill’s passage. 


Legislation Achieved 


Considering the short period of 
time that has elapsed since the 
Michigan Hospital Association ex- 
panded its program, hospitals in 
Michigan are proud of several of 
the accomplishments. As examples, 
two important pieces of legislation 
were sponsored successfully: An 
enabling act under the federal Hos- 
pital Survey and Construction Act 
and amendments to existing stat- 
utes raising payments to hospitals 
for care of crippled and afflicted 
children. Memberships have been 
increased. Relationships between 
hospitals, health organizations and 
government have been strength- 
ened. 

Monthly bulletins, legislative 

bulletins and newsletters have been 
published. Of great importance 
also has been the achievement of a 
singularity of purpose and a will- 
ingness on the part of non-member 
institutions to join with the state 
association in lending their un- 
qualified support in matters of 
interest leading to better hospital 
service. 
- Future plans call for: A state con- 
ference of hospital administrators 
in Traverse City, November 10 and 
11, expanded council activity, pro- 
gressive legislative plans and great- 
er service from the state headquar- 
ters. All these items are now.in the 
process of development. 

The results of Michigan’s rela- 
tively short experience have been 
heartening. Michigan has found 
that it doesn’t cost to change over 
from a parttime to a fulltime en- 
deavor, it PAYS. 
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The Economics of 
TUBERCULOSIS 
in 
GENERAL 

HOSPITALS 


WILLIAM H. OATWAY JR., M.D., tucson, ARIZONA, AND LOS ANGELES 






HE FORMIDABLE SUMS THAT ARE SPENT on efforts to control tuberculosis 
Bi various public agencies can be presented as a contrast to the hospital 
costs. The expense and loss to individuals and families is less definable. 

There are more than 500,000 cases of active tuberculosis in the United 
States. The cost of an active case is more than $10,000, not including other 
factors such as social loss, mental costs, resultant poverty, broken families 
and infected contacts. 

There are about 70,000 sanatorium beds, 15,000 beds in 450 general 
hospitals and 25,000 beds in other institutions available for the care of 
tuberculosis. It costs one county sanatorium $148,000 to run for a year; 
one endowed sanatorium spends $240,000; one private sanatorium col- 
lects $70,000. 

It costs Minnesota two million dollars per year for tuberculosis care. 
The United States Congress recently authorized the five-year (75 million 
dollars annually) hospital survey and construction program, a part of 
which will be used for ‘beds’ for tuberculosis. The estimated cost of care 
for tuberculous veterans of World War I is one billion dollars. 

Hospitalization of the tuberculous rose from 87,000 to 99,000 in 1946. 
It is still far from being adequate. Probably 500,000 have disease which 
might well be treated. 





The Cost of Sanatorium Care 





private sanatoria in four areas of 
the country. Subsidized sectarian, 
industrial and Veterans Administra- 
tion sanatoria have not been con- 
sidered. 

The objective has been the cost 
per patient per day of certain essen- 
tials: Board, room, basic nursing 
care, infectious disease precautions, 
maintenance and fixed charges. 
Medical care, laboratory fees and 
the quality of accommodations also 
have been considered. A few items 
could be included only in a more 
detailed analysis, though taxes fol- 
low an expected pattern. 

Charges in private sanatoria de- 


HE FUNDAMENTAL SERVICES for 
which costs are quoted are 
similar in hospitals and sanatoria 
of a similar type. Private institu- 
tions, in general, quote charges 
rather than costs and do not include 
medical or laboratory fees in their 
charges. Public and endowed insti- 
tutions are able to give both costs 
and charges, and they include the 
professional fees in their costs. 
(Special nursing, unusual tests, and 
surgery are variables; they are ab- 
sorbed only by certain of the public 
hospitals and sanatoria.) 
Cost figures have been obtained 
from state, county, endowed and 
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pend largely upon the quality and 
need for accommodations. A few 
small places, often in the country, 
charged $1.50 to $2.50 per patient 
per day. They are chiefly domicil- 
iary. A better organized group still 
in a moderate price range but with 
adequate service including minimal 
nursing attention, charged $3.50 to 
$6 per day. The more luxurious 
places with complete service 
listed charges of $10 to $17 or more 
per day. 

Charges by endowed sanatoria 
depend upon the extent to which 
their funds cover the expenses. A 
California sanatorium charged 
$2.50 per day for cottage care and 
$3.50 for infirmary care. The costs 
were $4.50 and $6.50 per day re- 
spectively. (Both costs and charges 
have risen more than 20 per cent 
since the last half of 1946.) A sim- 
ilar sanatorium in upstate New 
York charged $3.73 per day in the 
fiscal year of 1946; the cost to the 


sanatorium was $4.76 per day. 
“Moderate” infectious disease pre- 
cautions were used in each place. 

A midwestern state-operated 
sanatorium of goo beds reported 
costs of $4.05 per patient per day 
in 1946. This included basic care 
and expenses, average precautions 
and surgery. A large midwestern 
county-operated sanatorium of 700 
beds provided similar service for 
$4.53 per day. An Illinois county 
sanatorium of 75 beds had a cost 
of $4.17 per day. One of 130 beds in 
Wisconsin had the high rate of 
$5.61 per day, due chiefly to active 
social service and outpatient de- 
partments. 

Reports from a west coast state 
give the costs per day in 12 city 
and county tuberculosis institutions 
as $3.96 in 1946. The costs in eight 
non-government, non-proprietary 
institutions were $5.25 per person 
per day; in 10 proprietary institu- 
tions they were $8.93. 





The Cost of Care in Hospitals 





TATEMENTS OF COSTS AND CHARGES 
for care of tuberculosis in gen- 
eral hospitals often are not avail- 
able. Although a high cost of care 
would not prohibit the adoption of 
such an essential service, an average 
or low cost would be an important 
practical point in its favor. 

Questionnaires were sent to 20 
hospital administrators. A variety 
of replies were received, but some 
unique and valuable data were ob- 
tained. It may seem presumptuous 
to base conclusions on information 
obtained from 20 hospitals when 
there are 4,523 general hospitals in 
the United States. The small group 
is a cross-section, however, and is 
representative of hospitals in the 
several regions. The data can be 
considered indicative. 

1. Several hospitals could not 
supply cost data. ‘Two major hos- 
pitals in Philadelphia have no 
official facilities for the care of 
tuberculosis patients; a patient dis- 
covered to have the disease is trans- 
ferred as soon as possible. He is 
charged the same as other patients 
in similar rooms. (“The board in- 
tends to provide beds for special 
care when new construction is pos- 
sible.”’) 
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In New Orleans “there is no 
tuberculosis hospital or division 
which can provide the figures”. In 
a New York hospital of 3,000 beds 
and a separate tuberculosis unit 
“the costs are known only for the 
entire hospital.” A Buffalo hospital 
of 250 beds and a separate unit 
could give ‘“‘no separate price... . 
We are afraid to keep this separate. 
. .. The cost might be too great.” 

2. Data on the employee-patient 
ratio were obtained from one mid- 
western hospital with a census of 
615 patients. The daily average 
number of patients and employees 
for the years 1941, 1943 and 1945 
were listed, not only for a 30 bed 
tuberculosis unit but for several 
other hospital services. Ratios thus 
can be derived and compared. 

The ratio of nurses to patients on 
the tuberculosis unit was 1 to 3.06; 
on two surgical wards, 1 to 2.71 and 
1 to 2.92; on a medical ward, 1 to 
3.12, and on an orthopedic service, 
1 to 4.08. Nurses were paid the same 
on all services. 

The ratio of non-nursing em- 
ployees (attendants, orderlies, din- 
ing-kitchen maids, cleaning maids) 
to patients on the tuberculosis unit 
was 1 to 4.13; on the surgical wards, 


Sources of 
Information . . . 


Figures on costs have been 
obtained from several dozen 
sources, all of which are known 
to be representative and reli- 
able. They have as much in- 
terest in and experience with 
tuberculosis as can be found. 
Every nurse, physician, medical 
group, sanatorium or hospital 
replied and gave whatever data 
were available. 

- The sources include: Twenty 
small, medium and large hospi- 
tals in the East, Midwest, South- 
west and West; private, en- 
dowed and public sanatoria in 
the same areas; the state health 
departments of New York, 


Michigan, Wisconsin, Arizona 
and California; several anti- 


tuberculosis and radiological 
societies, and the U. S. Public’ 
Health Service which has pro- 
vided previously unpublished 
material. 

lf the number of hospitals 
seems small, it should be re- 


‘membered that in order to 


have data on a method, the 


_ hospital must first use the meth- 


od. Teaching hospitals are a su- 
perior group, yet 57 per cent 
of them would not care for tu- 
berculosis patients in 1944. 


‘Only part of their nurse groups 


were examined by chest x-ray, 
and less than 60 were using an 
x-ray method for routine exami- 


nation of new admissions. 


Some of the information has 


the fi 
rod te 














1 to 4.89 afid 1 to 5.02; on a medical 
ward, 1 to 5.08, and on an ortho- 
pedic service, 1 to 5.28. 

The figures suggest a slightly 
higher cost for this type of care on 
the tuberculosis unit than on other 
services except the surgical wards. 

3. The following hospitals were 
able to give cost and charge figures 
for care on the tuberculosis units, 
usually in comparison with figures 
for other services in the hospital: 
» A 95-bed municipal hospital in 
Wisconsin has private rooms with 
a complete isolation technique for 
tuberculous patients. The cost was 
$6.50 per day; the charge, $6.50. 
The cost and charge on the medi- 
cal and surgical services was $6.50 
per day. Special nursing care and 
surgical charges were extra. The 
superintendent believes that the 
care and cost are equal on all three 
services. 

» A 130-bed county hospital in Ari- 
zona has a 35-bed tuberculosis unit, 
in which “moderate” isolation tech- 
nique is used. The cost of care on 
the tuberculosis unit was $5.47 per 
day; the cost on the medical and 
surgical services was $7.20 per day. 
(Each figure includes complete 
care, surgery and special proce- 
dures, but not special nursing. 
Nurses are paid $10 extra per 
month for work on the tuberculosis 
unit, but less nursing is required.) 

» A municipal hospital of 110 beds 
in Arizona has a tuberculosis unit 
of 20 beds with an average census 
of 14. Labor, food, laundry, gas and 
electricity, overhead and mainte- 
nance total $8.58 per patient per 
day (drug, x-ray and laboratory 
fees are extra). The average rate 
for the various types of accommo- 
dations was $8.45 per day. The 
unit, a public service, is just break- 
ing even at present. 

» Another Arizona hospital of 200 
beds has a 35-bed tuberculosis unit, 
and uses “‘moderate” isolation tech- 
nique. The care includes board, 
room, nursing and general care on 
all services. The cost of care on all 
services was the same—$g per day. 
The charge for tuberculous patients 
was $4 per day; the charge on other 
services was dependent on the type 
of room—$3.50 to $12.50 per day. 

» A 540-bed city hospital in Albany, 
N. Y., has a separate tuberculosis 
unit with “complete” isolation tech- 
nique. The cost per patient on the 
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ONE hospital's report showed that surgical 
wards required the most nurses per patient 


tuberculosis unit was $6.27 per day, 
and the charge was $5. The cost 
on a comparable general service was 
$10.17 per patient per day, and the 
charge varied. 


» A midwestern state hospital of 
750 beds has accommodations for 
40 tuberculous patients, uses com- 
plete isolation technique and is 
chiefly concerned with collapse 
therapy. The cost of care was $9.15 
per day on the tuberculosis, medical 
and surgical services. The charge 
was $7 per day for “state-county” 
cases; $8.50 per day for private 
cases. (The services provided in 
“state-county” care include board, 
room, nursing, laboratory fees, 
medical care and surgery.) 


» A Cleveland hospital of 1,072 
beds provides complete isolation 
technique in a 350-bed separate 
unit. Its costs include room, board, 
laboratory fees and all medical, 
surgical and nursing needs, as well 
as interest and depreciation, an 
item of 10 per cent. The cost per 
patient per day on the tuberculosis 
unit was $5.47 and the charge was 
the same. The cost and charge on 
the medical and surgical units were 
$7.31, on the mental unit $5.62, on 
the contagious unit $8.27. 

The cost differences in this hos- 
pital have been found to be due 
chiefly to less nursing bedside hours 
on the tuberculosis unit. The hours 








averaged only 50 per cent of those 
needed on the contagious unit and 
75 per cent of those on the general 
units. The tuberculosis unit cost 
includes periodic examination of 
employees. A higher proportion of 
lay or auxiliary workers is used, 
however. 

» A goo-bed hospital in Michigan 
cares for its tuberculous patients on 
separate floors. It uses “fairly” com- 
plete isolation technique and does 
considerable collapse therapy. The 
cost for the tuberculosis unit has 
been figured to be $9.29 per patient 
per day; the charges varied from 
$6.50 to $10 per day. The cost on 
the medical and surgical services 
was $9.15 per patient per day. (The 
hospital pays the personnel groups 
on the tuberculosis units an average 
of 5 per cent more than on other 
services.) 

p» A California county hospital of 
3,394 beds has two tuberculosis 
units and several “contract sana- 
toria.” The data are based on cost 
experience of about a year. The 
cost per patient per day in the two 
tuberculosis hospitals was $5.14 on 
July 1, 1946, compared with a cost 
on the medical service of $5.97 and 
on the surgical service, $8.77. 

The costs of “contract sanatoria” 
care ranged between $3.18 and 
$4.47 per day. These lower levels 
are due to a lesser need for service. 
They had risen considerably by 
February 1947. 

Comment: The cost of care on 
tuberculosis units is usually the 
same or less than for care on other 
services, and the patients are pro- 
vided with the same care plus in- 
fectious disease precautions. 

It would seem that if the unit is 
used for rest-care, the costs will be 
very low; if much collapse therapy 
is done, the costs will be higher be- 
cause of the surgery, nursing and 
x-ray. 

The cost of care may exceed the 
charge for care since some of the 
hospitals are subsidized. 

The cost of nursing care is modi- 
fied by several factors: The use of 
aids to replace nurses, the amount 
of special nursing required for post- 
operative care and the salaries and 
availability of nurses. Several hos- 
pitals reported that personnel mem- 
bers on tuberculosis units received 
more than for comparable work on 
other wards. 






HOSPITALS 














li- 
of 
nt 
st- 








The Cost of Isolation Technique 





XACT COST OF infectious disease 
E precautions is hard to com- 
pute. Two points modify the im- 
portance of the figures: The cost is 
already included in the “cost of 
care” figures, and most of the nec- 
essary methods depend upon train- 
ing, skill and effort by the per- 
sonnel rather than on prices of 
materials and equipment. 

Value of various control methods 
is difficult to assay. Theoretically 
they are logical and necessary; 
practically they are possible and 
simple to apply; in effect they have 
been reported to decrease the occu- 
pational hazard. They have been 
described to fit tuberculosis units 
of all sizes. The chairman of the 
Wisconsin State Industrial Com- 
mission has said that an accredited 
hospital has no excuse at present 
for not using infectious disease pre- 
cautions since they are of known 
value and a description has been 
available since 1939. 

The extent of use and the effi- 
ciency of isolation technique could 
be described only by direct inspec- 
tion of numerous hospitals. Several 
indirect approaches have been 
made. A questionnaire was an- 
swered in 1944 by three-fourths of 
1,200 hospitals with nurses’ train- 
ing schools; 57 per cent did not 
accept tuberculous patients, and 
the precautionary methods of the 
others are not certain. A survey 
was made of go Arizona general 
hospitals in 1945; only eight ac- 
cepted cases of tuberculosis and 
used isolation technique (in spite 
of the fact that the greatest utiliza- 
tion of general hospital beds for 
tuberculosis in the United States 
occurs in the Southwest). 

About three dozen hospitals and 
sanatoria which might be expected 
to use precautions were queried. It 
was found that some have no form- 
al routine, some use only a sketchy 
minimum and a few vigorously 
apply a routine, usually as a part 
of a teaching program. Unfortun- 
ately none of the latter group keeps 
cost estimates. One hospital unit 
estimated the cost as “some”; one 
considered the cost as “a part of 
hospital expense, the same as dress- 


general wards;” another roughly 
estimated it as “50 cents per person 
per day;” and a sanatorium placed 
the cost at “go cents per patient 
per week.” These estimates are 
probably of little value. 

Two of the replies suggested that 
if costs were to be estimated, the 
basic materials and services should 
include: (1) wipes, bags, and boxes 
for sputum disposal, (2) antiseptics 
for cleaning purposes, (3) gowns, 
masks, and caps, and (4) extra 
time needed for bedside, laundry, 
kitchen and cleaning procedures. 

Time and Skill: A portion of the 
cost of isolation technique might 
seem to result from a need for 
extra nursing service. On analysis 
however, there is doubt that such 
service requires time or training 
beyond that required for nursing 
on any other special service. 

Materials and special service: The 
following are of potential extra 
cost on the tuberculosis service: 

1. The serving of meals costs the 
same on tuberculosis units as on 
the other wards. The quality of 
meals which are provided for tu- 
berculous patients is usually the 
same as for other patients, but 
some hospitals serve a “high caloric 
diet” which has been estimated by 





Ings, casts and the like”; another - WospiTALs reported numerous variations in 


said “1o per cent more than for 
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the extent of infectious disease routines. 






one hospital to add 35 cents a day 
per patient. Vitamin concentrate 
capsules sometimes are served rou- 
tinely at a cost of one to three 
cents a day. 

Disposal of trays from one or sev- 
eral rooms requires only a simple 
routine: They are handled on a 
separate washable or paper covered 
table; the dishes are scraped, rinsed 
clean, and then boiled or steam 
sterilized. The cost is indefinite— 
a few minutes per meal. 

Disposal from larger units is on 
similar principles: Separation of 
the area from meal service, employ- 
ment of a special protected helper 
and washing and sterilization of 
the dishes. The time may be slight- 
ly longer than for non-contamin- 
ated dishes, though many hospitals 
use the same routine on all services. 

The patients’ glasses and pitch- 
ers should be sterilized daily, 
which may add an indefinite chore 
and breakage cost. 

Paper containers may be used 
and destroyed. One hospital re- 
ports that these expenses probably 
are less than breakage costs. 

2. The use of individual ther- 
mometers for tuberculous patients 
is common practice. Breakage is 
probably no greater than for pa- 
tients on other services. 

3. The cost of cleaning floors, 
woodwork, furniture and equip- 
ment depends upon the time re- 
quired and the use of antiseptics. 
The frequency and thoroughness 
are the same for any room so that 
the cleaning time will be the same. 

The application of oil to floors 
and bedclothes is said to be of 
value in decreasing dust and bac- 
terial content, but it has not had a 
sufficient trial. 

4. Protection of the personnel 
and visitors during contact with 
tuberculous patients requires the 
use of masks, gowns, and occasion- 
ally caps. The number of each 
which are used per day depends on 
the size of the unit, the number of 
attendants, the number of visiting 
hours and visitors and the use of 
the ward for teaching. 

5. Bed gowns and bed linen for 
tuberculous patients are changed 
with the same frequency as for 
other patients. Special changes for 
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gross contamination are probably 
less frequent than for untidyness 
on other wards. 

6. The cost of laundering gowns, 
bed clothes and towels from a tu- 
berculosis room or unit should be 
the same as that of other hospital 
laundry. It need not be specially 
handled, and the methods ap- 
proved by the American Laundry 
Institute are suitable for white 
clothes from any service. 

7. Cough coverage and sputum 
disposal require special materials 
and handling and are an added 
expense. The cost per day is vari- 
able, depending on the patient’s 
disease, secretions and habits. 

Semi-absorbent wipes cost about 
seven cents per box of 200 5 x g 
inch sheets. One hospital unit esti- 
mates the cost at 12 cents per day 
(1.7 boxes) for its patients who 
have greater than average amounts 
of sputum. The cost range per pa- 
tient would probably be one to 
twelve cents per day. 

A small bag (#8) is kept at the 


bedside to receive the used wipes. 
Each costs about one third cent. 

Sputum boxes cost about one 
third cent each. The sawdust used 
is usually without cost. Patients use 
about one a day. 

Collection of the bags, boxes and 
other items is part of an attend- 
ant’s routine duties and is not an 
extra cost. A special “sputum 
room” is not necessary if the boxes 
are handled with sanitary technic. 

Comment: The total cost per pa- 
tient per day of infectious disease 
precautions cannot be estimated 
closely since it is composed of tan- 
gible materials which vary with the 
technique, the patient and his dis- 
ease, as well as intangible services 
which vary with the time for tasks, 
training and other factors. 

The cost of materials can safely 
be called extra only when com- 
parison is made with the needs of 
non-tuberculous patients. Even 
when including this expense, the 
cost of care of the tuberculous is 
less than that of other patients. 





Insurance and Compensation 





OMPENSATION BY INSURANCE has 
is been estimated by one med- 
ical director as “millions during 
the past decade.” More exact totals 
are not available. 

Strangely, hospitals have been 
indifferent to emphasis on savings 
which could result from protective 
methods against tuberculosis, even 
though insurance companies and 
volunteer groups have mentioned 
it repeatedly. 

The use of protective methods 
and _ case-finding surveys by _hos- 
pitals so far has made no difference 
in the insurance rates. The door 
is open, however. 

Compensation rates are set by 
the insurance carriers, but reduc- 
tions may be requested by the hos- 
pitals if favorable experience over 
a few years can be shown. Favor- 
able experience might affect a hos- 
pital as it participated in a result- 
ant general lowering of rates, or 
the hospital might profit directly 
by its own findings if it were. large 
enough to qualify in that way. 

_ Sufficient experience is lacking 
because of the small number of 
hospitals that use adequate meth- 
ods and the brief duration of their 
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use. The field of available figures 
is still further limited by the self 
insurance of most municipal and 
county hospitals. 

Workmen's Compensation: The 
cost of workmen’s compensation 
judgments against hospitals for 
development of tuberculosis among 
employees has not been computed, 
but it is estimated to be between 
1 and 2 per cent of the cost of all 
compensation. 

The costs differ in various states. 
The laws of some states are com- 
plete and generous in awards to 
employees who become tubercu- 
lous; they are exclusive under 
many circumstances in others. In 
some states tuberculosis is not a 
compensable disease. 

Physicians generally recognize 
tuberculosis as an “occupational 
disease;” and by law it is also 
known as an “accidental injury” 
and an “industrial injury.” It is 
considered to be an “occupational 
hazard” to those who are exposed 
to tubercle bacilli during their 
work. The groups which may be 
exposed include student and grad- 
uate nurses, medical students and 
staff members and hospital person- 














nell who work in contact with pa- 
tients or ‘bacilli. 

Contact with known tuberculous 
patients provides a hazard, but it 
has been demonstrated that a small 
but regular percentage of general 
admissions have unrecognized ac- 
tive tuberculosis. ‘The groups men- 
tioned above abruptly develop 
relatively high rates of infection 
and disease after contact with pa- 
tients begins. 

The proof of liability is a com- 
plex problem, as the medico-legal 
terms suggest. “Exposure” may or 
may not result in “hazard.” The 
medical recognition of tuberculosis 
as a hazard may be clear cut, but 
legal proof must fulfill statutory 
or judicial definitions. 

The industrial commissions of 
several states (Massachusetts, New 
York, Wisconsin, North Dakota) 
have awarded compensation for 
tuberculosis to nurses who could 
prove that the disease followed con- 
tact with tuberculous patients (as 
an “occupational disease’), as an 
injury and because work reactivat- 
ed pulmonary disease. 

California has considered tuber- 
culosis to be compensable when it 
was acquired by an employee in a 
hospital, and has called it an in- 
dustrial injury since 1917. Some of 
the cases which have been present- 
ed have been judged compensable, 
some not. 

The use of the term “accidental 
injury” by certain states as a basis 
for compensation is due to the 
failure of early laws to include 
tuberculosis as an occupational 
disease. 

The most modern and generous 
attitude toward compensation holds 
that: 

1. Injury is a mental or physical 
harm caused by an accident or dis- 
ease arising out of employment. 

2. Employment incurred disease 
should be provided with treatment. 

3. Disability arising from such 
disease should be compensated. 

The medical benefits of the var- 
ious state laws differ considerably. 
Fourteen states place no limit on 
the total cost of care, on the dura- 
tion of hospitalization, and very 
little on the per diem expense al- 
lowance. Some states allow each ol 
these expenses with certain limita- 
tions. The tendency is toward the 
modern attitude above, but it is 
still far from complete. 
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Subsidies for Control Measures and Hospitalization 





OST OF CASE-FINDING and care of 

tuberculosis can be decreased 
for both the hospital and the pa- 
tient by subsidies. 

Case-finding: The personnel 
groups, the general admissions and 
the outpatients of many hospitals 
now are being examined routinely 
by some x-ray method. The cost of 
personnel surveys is absorbed by 
the hospital (or sometimes in part 
by a medical school), and the hos- 
pital either absorbs the cost of 
examining the patient or charges 
an extra fee. 

Sources of financial help are nu- 
merous since the project is partly 
for public health. ‘The state health 
departments often have paid for 
experimental surveys (New York), 
for film and equipment (Wiscon- 
sin), for photoroentgen units in 
county hospitals (Michigan), given 
outright grants and provided help 
in reading films. Anti-tuberculosis 
societies have provided the same 
materials and service for many hos 
pitals. Industries, community serv- 
ice groups and endowed founda- 
tions have given cash subsidies for 
hospital case-finding programs. 
Radiologists, staff members, and 
sanatorium physicians have inter- 
preted films without charge. 

Almost every hospital should be 
able to tap some source of revenue 
for these purposes. The cost per 
year of a case-finding program in a 
small hospital, using existing facil- 
ities, can be quite small. The ini- 
tial cost for a large hospital may 
be large, but the maintenance and 
monthly expenses are small. 

Hospitalization: ‘Tuberculosis is 
recognized by society and the state 
as a misfortune and a hazard for 
which they must assume the costs. 
Patients must be found, isolated 
and cured to eliminate the disease. 
The state often must assume the 
cost in order to provide care, ob- 
tain cooperation and preserve the 
family. The best facilities must be 
used regardless of the financial 
status of the patient. The current 
tendency is to remove the means 
test to encourage prompt treatment 
of all tuberculosis. 

Such an attitude is not uni- 
versal, but it forms the basis of 
legislation in an increasing num- 
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ber of states. It is also apparently 
the policy of the federal govern- 
ment, which is planning to fill the 
gaps where state care is inadequate, 
and which has built the Veterans 
Administration program upon it. 
The state laws concerning eligi- 
bility for sanatorium care usually 
apply also to care of tuberculosis in 
whatever general hospital facilities 
are available. 
» New York State provides diag- 
nosis and treatment free, through 
the city, county, and state pro- 
grams. Patients may volunteer to 
pay part or all of the cost, but may 
not be asked to do so. The law 
(April 1946) includes care in sana- 
toria, and in general hospitals with 
a wing or pavilion for tuberculosis 
care. State aid is given to local 
tuberculosis hospitals—up to 50 per 
cent of operating costs. 
» Wisconsin has an inclusive “free 
care” law (1945) which provides 
for treatment of any legal resident 
or one who has lived in the state 
an aggregate of five years. State aid 
is paid to sanatoria for care of pa- 
tients who are transferred to pri- 
vate hospitals for special needs. 
The cost of care in the state hos- 
pital (a tuberculosis unit of 40 


SOURCES of financial help are numerous for 
tuberculosis care is in part public health. 


beds) is governed by a special law 
which determines the rate to be 
paid by various income groups. 

» Michigan also has advanced leg- 
islation, amended in 1945. In addi- 
tion to 16 sanatoria which are eli- 
gible for subsidy, the tuberculosis 
sections of the state hospital, three 
county hospitals, one city hospital, 
an American Legion hospital, and 
several children’s hospitals are sub- 
sidized. No person is required to 
pay for hospitalization unless he 
or his relatives can do so “without 
materially affecting their economic 
security or support.” The state 
pays $3.50 per day per patient to 
the “county of settlement,” plus 
certain sums for high case load, 
low income counties, and for state- 
at-large patients. 

» California laws provide that the 
cities and counties must support 
indigent people who are incapaci- 
tated by disease (including tuber- 
culosis) if they fulfill residence re- 
quirements and do not have other 
means of support. The hospital 
care is usually in county hospitals, 
or county contract hospitals. 

p Several other states have similarly 
generous laws, but quite a few have 
insufficient beds, inadequate staffs, 
and insufficient funds. A few states 
have a heavy transient problem 
and are forced to exclude all but 
long time residents. 

» The Veterans Administration 
provides care for any ex-service 
member in its own tuberculosis 
hospitals without charge. Patients 
may also be cared for in tubercu- 
losis hospitals in their own region. 
All expenses are paid. 

» The Tuberculosis Control Divi- 
sion of the U.S. Public Health 
Service is concerned with case find- 
ing, research, and provision of care. 
It plans to help build new units at 
or near teaching centers or hospi- 
tals in areas which are poorly 
equipped. 

Hospital insurance systems have 
rules which ‘often have excluded 
tuberculosis. This has been due in 
part to the limited number of gen- 
eral hospitals which accept tuber- 
culous cases—23 per cent of non- 
profit and volunteer hospitals, 30 
per cent of all hospitals. 
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The Cost of Case Finding 





SEARCH BY X-RAY for unknown 
A cases of tuberculosis among 
the newly registered patients and 
outpatients of a hospital is a wise, 
modern method. Fourteen million 
patients were admitted to general 
hospitals in 1946 and untold mil- 
lions were seen in their outpatient 
clinics. This is a perfect situation 
for case finding—the largest single 
available group, ready and willing 
to be examined. 

An average of about 1.5 per cent 
of the patients examined by x-ray 
in all parts of the country show 
evidence of tuberculous disease. 

The use of routine x-rays is small 
but increasing. In 1933 the proce- 
dure was only an idea. In 1939 
several hospitals had tried it but 
were not able to continue. In 1945 
56 teaching hospitals said they 
were taking routine films. At pres- 
ent the total is- uncertain. 

Recurrent examination by x-ray 
of personnel groups — especially 
those in contact with patients—is 
increasing but not widespread. 
The Public Health Service stimu- 
lated the search by requiring cadet 
nurses to be x-rayed during train- 
ing. However, it was reported in 
1945 that only 28 per cent of the 
medical residents, 31 per cent of 
the graduate nurses, and 17 per 
cent of the other employees were 
being x-rayed in the hospitals with 
nurses training schools. 

The value of examining person- 
nel members is even greater. Some 
of them are youthful; the incidence 
of infection and disease rises after 
contact with patients; and the com- 
pensation factor applies. 

Cost figures from hospitals have 
been almost impossible to obtain. 
The relatively few hospitals which 
take routine films either make no 
separate estimate, absorb the ex- 
pense, hide the cost for various 
reasons or use subsidies in such a 
way that bookkeeping is impossi- 
ble. Cost data have therefore been 
obtained from the operation of 
mobile units—a partly comparable 
survey method, for which the costs 
are higher than in a stationary 
hospital department. 

The type of film and equipment 
to be used depends upon the size 
of the hospital and what the hos- 
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pital can afford. Miniature films 
(photofluorography) have been 
shown to be highly satisfactory for 
case-finding. Miniature films prob- 
ably will be used by hospitals with 
a sufficient case-load to justify the 
original cost of equipment or by 
those hospitals in which a gift or 
endowment provides it. One state 
tuberculosis officer has estimated 
that it is uneconomical to install 
a photofluorograph in any hospital 
with less than 75 admissions per 
day. 

The efficiency of various types 
of miniature films has been shown 
to be about equal to that of a 
single full size film. If a check up 
on pilot films with positive or sus- 
picious findings is to be made, it 
is probably wise to use full size 
stereoscopic films. 

Full size (14 x 17 inch) single 
films or paper x-rays will be used 
where the case load will not allow 
purchase of a small-film machine. 

The cost of interpretation of 
films is an important fraction of 
the cost of x-ray surveys. Potential- 
ly it could cause a controversy be- 
tween hospitals and radiologists. 

The American College of Radi- 
ology went on record in 1938 for 
cooperation with mass chest sur- 


U. S. PUBLIC HEALTH Service mobile units 
found 12,508 cases among 1,353,900 films. 








veys. In 1945 it approved sucl: 
projects for public health purposes. 
At present a special committee re- 
port has been approved that sug- 
gests: (1) since there is no indica- 
tion for the film, the patient should 
not be charged; (2) the report 
should be brief since it is a screen- 
ing procedure; (3) case finding is 
not a substitute for a regular roent- 
gen examination; (4) case finding 
is distinguished from diagnostic 
procedures; (5) if a survey film is 
used for detailed study, a _ fee 
should be charged. 

Various members of the college 
have reported different fees for 
reading survey films. One from In- 
diana mentions fees of $15 to $25, 
per hundred. A Michigan radiol- 
ogist believes 25 cents should be 
charged for reading miniature films 
if in groups. He also mentions 
$2.75 to $3 as the charge for fol- 
low-up full size films. An official 
of the U.S. Public Health Service 
has recommended a consultation 
fee, rather than a charge per hun- 
dred or per hour. 

The cost per full size x-ray for 
survey purposes can be as low as 
50 cents for a paper x-ray or $1 for 
regular single film, plus the ex- 
pense of interpretation and any 
individual hospital variations. 

The best data on cost of minia- 
ture films comes from state and 
federal health department experi- 
ence: 

» Mobile units of the Michigan 
Department of Health produced 
small films for 35 cents each in 
1945, a cost which included film, 
chemicals, salaries and expenses of 
technicians, salaries of physicians 
and clerks and maintenance of 


- equipment. 


» The Wisconsin State Board of 
Health produced 35 mm. films at 
31.7 cents apiece in 1945, includ-- 
ing the same expenses as represent- 
ed in Michigan’s costs plus 10 per 
cent depreciation of equipment. 
The cost in 1943, not then includ- 
ing the salaries of a clerk and coor- 
dinator, was 16.7 cents per film. 


» The New York State Board of 
Health has no per capita cost fig- 
ures, but considers that the cost 
varies with the type of film used, 
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the salaries of employees, and the 
volume of work done. 


» Two state hospitals in which the 
use of routine surveys was pio- 
neered are unable to give exact 
costs for the small film methods 
they now use. The Wisconsin Gen- 
eral Hospital received the capital 
outlay for equipment, as well as 
supplies of film, from the State 
Board of Health. Part of the work 
is done by student technicians and 
readings are made in the x-ray de- 
partment. The cost is small, and is 
not charged to the patient. The 
University Hospital of Michigan 
was provided with equipment by a 
Kellogg Foundation grant. The 
staff reads the films as part of its 
training and the hospital absorbs 
the other costs. 

» The U. S. Public Health Service 
has made numerous mass case find- 
ing surveys using mobile units. 
The per capita cost for surveys in 
three North Carolina counties in 
1946 was 69.3 cents, 61.4 cents, and 
54-1 cents. A variation in other 
states was between 21 and 53 cents. 
The cost of surveys in California 
was 36 cents per film. 

The larger expense items were 
salaries, travel and per diem, main- 
tenance, costs, depreciation, pub- 
licity, and transportation. The var- 
iance of costs was due to variance 
in wage scales, the charge for read- 





ing films in some states, and dif- 
ference in depreciation on 35 mm. 
and 70 mm. photoroentgen units. 


The original cost of a complete 
photoroentgenograph is placed at 
$6,000 to $10,000 by an officer 
of the Public Health Service. The 
range of these costs depends upon 
the inclusion of automatic devices 
for heavy case loads. The use of 
existing equipment can reduce the 
cost by half. The initial cost of film 
is 1.5 to 10 cents per capita, de- 
pending on size and whether it is 
single or stereo. 


The total cost of miniature x-ray 
films to the hospital should be 30 
to 75 per cent less than figures 
which have been given for mobile 
units when salary, travel and pub- 
licity items have been subtracted 
and other expenses have been re- 
duced by available help. The end 
result is not yet “five and 10 cent” 
films, but they are not far away. 


The relative cost is the same or 
less than for other routine tests 
which many hospitals make at the 
time of admission. Most hospitals 
that take routine films absorb the 
cost; a few make a flat rate charge 
(Lansing, Mich., is quoted as charg- 
ing $1 per patient). In some places 
part or all of the cost is paid by 
the state or by volunteer health 
units. Undoubtedly it will be en- 
dowed in certain hospitals. 





The Cost of Construction 





i tyes COST OF providing accommo- 
dations for tuberculous patients 
depends upon the need for new 
building or conversion of existing 
facilities. ‘The former can be shock- 
ingly expensive. 

Fortunately for the tuberculous, 
new building is needed only by 
the few large hospitals that require 
new separate units. The usual prac- 
tical need by most small and medi- 
um sized hospitals is for one or 
several rooms, or beds. This can 
be arranged with little if any 
change in an existing room or 
small ward. 

Optimally, a room to house a 
tuberculous patient needs only to 
have a washable floor (composition 
or linoleum), a washbow!] with run- 
ning water, metal furniture, and 
washable wood work. Partitions, 
curtains or screens can be installed 
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for privacy if the unit is to be 
located in a ward. 

The major difference between 
rooms for tuberculous and non- 
tuberculous patients is a routine of 
infectious disease precautions. It 
requires no construction or remod- 
eling. 

The cost of new construction for 
a tuberculosis hospital cannot be 
stated at present. High and chang- 
ing costs of materials, labor, and 
furnishings, local differences, and 
the type of building required 
would modify any figure quoted. 

As described by the U. S. Public 
Health Service, it could range from 
$8,000 to $10,000 per patient bed. 
Administrators of several small 
hospitals have said that these fig- 
ures are unnecessarily high; others 
in two large cities have said that 
they could not get bids for that. 














| Editorials 


Dr. Morrill 


IN THE DEATH of Dr. Warren P. Morrill, Association 
members lose a colleague whose contribution was 
unique. After a well-rounded career as administrator, 
Dr. Morrill joined the headquarters staff in 1933. Be- 
tween then and his death last September 28, he prob- 
ably answered more technical questions about hospi- 
tal administration than any other one person during 
the Association’s half-century of existence. 

As director of research, Dr. Morrill was literally a 
fountain of information for the parade of members, 
technicians from other fields and distinguished for- 
eign visitors who file into the building at 18 E. Divi- 
sion Street. He could talk engineering problems with 
engineers and medical staff problems with chiefs of 
staff. He knew the literature of hospital administra- 
tion. He was the headquarters encyclopedia on every- 
thing from historical dates to medical terminology. 

Some of the things that count most in a man’s life, 
however, can’t be measured in terms of usefulness. 
Good spirit under all circumstances, generosity, sym- 
pathetic understanding—these are a few of the at- 
tributes for which Dr. Morrill will be remembered 
by those who worked with him and knew him best. 





The Hospitals’ Side 


THE CITIZENS OF MINNEAPOLIS and St. Paul enjoy 
one distinction of which they are scarcely aware. They 
know something about the financial problems of their 
hospitals, and this at a time when it is extremely im- 
portant to hospitals that their financial problems be 
understood. 

To learn about their hospitals, the citizens had 
only to read one of their daily newspapers, the Min- 
neapolis Star. This newspaper did not grudgingly re- 
write and print a cautiously worded publicity hand- 
out. It published a series of five articles impartially 
giving both sides of the story of more money for nurses. 

The hospitals did not land a sneak punch on the 
nurses, of course, but this was not what they wanted 
or needed. They wished for nothing more than public 
understanding of the fact that, as nonprofit employers, 
they may grant large pay increases suddenly only as 
they charge more for patient care. 

The nurses’ side of this controversy had been pub- 
licized before, but not the hospitals’ side, and public 
response was instantaneous. Its readers showed so 
much interest that the newspaper considered it had 
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achieved a scoop, and the feat was so reported in 
Editor & Publisher, trade journal of newspapers. 

In almost every community there is an editor who 
would be glad to tell the hospitals’ story, if he could 
get the details. He can’t get the details, usually be- 
cause spokesmen for the hospitals fail to recognize 
that their financial problem is first and always a 
public relations problem. 

When editors can consider that they have a scoop 
in doing exactly what the hospitals need most to have 
done, there is not much doubt about who is at fault 
when the hospitals in any community sit grimly silent 
while they are pictured to their supporters as hard 
employers who enjoy low pay and long hours for their 
employees. . : 

For a year state nurses’ associations have backed 
up their collective bargaining efforts with carefully 
planned public relations campaigns. In some places 
they have worked hard to capture public opinion, but 
results apparently are below expectations. 

At any rate the House of Delegates of the American 
Nurses’ Association, during its September meeting in 
Chicago, called for an intensification of this drive 
and approved the appointment of a nationally known 
public relations expert as counsel. Hospitals every- 
where will be wise to see that local editors and others 
have access to both sides of the story. 





oo 


For an Ivory Tower 

‘THE FIRST ARTICLE in this issue of the journal is 
one that serves two purposes, and perhaps the second 
is more important. 

Dr. Fred G. Carter asks why the hospital must be 
built as a narrow rectangle, or as an assemblage of 
rectangular units. He knows the reasons that underlie 
this tradition, of course, and he reviews them. He then 
suggests that hospital planners consider the advan- 
tages of a building that is approximately square—il 
efficient operation is really the No. 1 goal. To the 
extent that it provokes thought and so leads to better 
hospital planning, the article serves its first purpose. 

Because hospital administration is so far from be- 
ing an exact science, it cannot depend too much on 
the machinery of organized research, and yet it moves 
forward more or less in step with the commonly recog- 
nized arts and sciences. As an example of how this is 
accomplished, the article in question serves its second 
purpose. 

An administrator may spend all his time on the 
day’s routine, or he may use some of it for thinking. 
And if he proceeds in an orderly way, no problem is 
too big for him to tackle. 

He will open his mind to all sorts of ideas for the 
solution of a problem. He may then screen out the 
one that seems most promising, lay it out in detail, 
apply it in theory, and talk it over with others who 
know the problem. If an idea withstands these pre- 
liminary tests, the owner is ready to write about it. 
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Perhaps something will come of the suggestion, per- 
haps not. At worst the administrator will have con- 
tributed to the education of himself and some thou- 
sands of others. 

In defense of the author whose article is cited here, 
it should be said that he makes no claim to distinc- 
tion as a free-lance researcher. He makes no claims, 
period. He nevertheless represents well a rather small 
minority of administrators who look at their life work 
with an ever-inquiring mind, and who thus produce 
the nearest thing there is to continuous research in 
the field of hospital administration. 

All this amounts to a mild argument in favor of 
buiding an ivory tower into the life of every adminis- 
trator. A few hours each week in such a tower almost 
certainly will do more for the administrator, for his 
own hospital and for all hospitals than the same 
amount of time devoted to details that others could 
handle if given the chance. 


Public Health Administrators 


IN CARRYING OUT an economy program voted by 
Congress, the federal government points up a rather 
serious defect in the foundation for joint efforts by 
hospitals and public health agencies. 

The trend is unquestionably toward such collabora- 
tion. It is in the Association program because it is in 
the whole changing pattern of extending hospital 
service into new areas. Hospital administrators and 
public health administrators must work side by side 
as they have never done in the past. This requires 
that there be some equality of administrative skills. 

The hospital field has jumped several decades in 
special training for administrative work. Through 
efforts of the Joint Commission on Education, an in- 
creasing number of universities turn out an increas- 
ing number of carefully trained young people, and 
this gives tremendous promise of better service. 

A similar, though very small start had been made 
by the U. S. Public Health Service. Its Marine hospital 
system not long ago sent a young man from its staff 
for university training in hospital administration. 

Then came an order to cut expenses. The Public 
Health Service Corps recognizes pre-entry training in 
medicine, dentistry, engineering, nursing, pharmacy 





and science. It does not recognize hospital adminis- 
tration, although the corps administers many hospi- 
tals. Its one trained hospital administrator, the bell- 
wether, had no official standing, and so he is to be 
dropped. 

In the joint undertakings of hospitals and public 
health agencies, more is involved than who shall Op- 
erate government hospitals. The point of contact 
more and more will be that of nongovernmental hos- 
pitals and public agencies as agencies. The trend is 
toward joint responsibility for the broad health serv- 
ice that is available to a community. 

Chis cannot be expected to run smoothly if trained 
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hospital administrators are asked to work closely with 
untrained public health administrators—with persons 
who qualify only as physicians, engineers, nurses, phar- 
macists and scientists. 

As of this date, no effort has been made to change 
the law that excluded trained administrators from 
the public health corps, but such action may be nec- 
essary if long range cooperation is to succeed. 





++ 


It All Depends 


MANy ASSOCIATION MEMBERS were consulted during 
the planning stages of Truster, and a number of 
them said by way of offering constructive criticism: 
A long step forward if we can get the trustees to 
read it. As the new journal develops, the accuracy of 
this observation becomes very evident. 

One article in the November Truster, for example, 
describes the workings of a travel and education fund 
that is available to employees of Children’s Hospital, 
Los Angeles. The fund was established by a board 
member, and it is so managed as to return more than 
one kind of dividend. 

Employees who attend institutes or conferences 
with help from the fund come home better equipped 
for their jobs, and so there is an immediate benefit. 
Fund help is offered only to those who demonstrate 
their interest in self-improvement, and so a healthy 
kind of competition is fostered. 

What administrator would not like to work with a 
special fund of this kind? What would it do for em- 
ployee morale? What would it be worth to have a 
board formally recognize the investment value of extra 
training for key employees? 

The November TRusTEE reports what one board 
member has done for one hospital, and thus a good 
idea is exposed to public view. But how many trustees 
will read this article thoughtfully and sense the pos- 
sibilities for good in their own hospitals? Left to them- 
selves, how many will see a chance to improve the 
original idea by making it board policy, rather than 
leaving it to the generosity of a single member? 

Administrators always have found it worthwhile to 
help trustees select their reading matter, often by 
circulating bits of literature marked for their special 
attention and then creating discussion at board meet- 
tings of the marked material. 

The advent of Trustee has not erased this respon- 
sibility for the administrator who is bent on helping 
his trustees serve the hospital more effectively. Much 
less will it, by itself, work any miracles on a board 
that is uninformed and indifferent as a matter of 
tradition. 

The new journal is nothing more than a new de- 
vice. In some hospitals it will produce results almost 
from the beginning. Whether this happens to any 
specific hospjtal depends altogether on whether its 
administrator takes the initiative in putting a new 
device to work. 
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Guaranteed Continuous Service Through 


A BONUS FOR NURSES 





RIOR TO 1947 North Carolina 
Poaptist Hospitals, Inc., Win- 
ston-Salem, like many other hos- 
pitals, was faced with the almost 
universal problem of the diminish- 
ing nurse supply. In an attempt to 
improve the situation so that the 
hospital could keep a full nursing 
staff, Reid T. Holmes, adminis- 
trator, and members of the board 
of trustees teamed up on a bonus 
plan for paying nurses. It was start- 
ed last January. The success of the 
plan at the hospital is expected to 
show in a 45 per cent reduction in 
turnover by year’s end; the staff 
has been kept up to quota. 

At the time it was apparent that 
nurses’ salaries would have to be 
raised considerably at the hospital. 
Nurses were leaving for many and 
varied reasons: Moving just for the 
sake of moving, further education, 
better position, marriage, preg- 
nancy, and family reasons—in that 
order of importance. 

The finance committee of the 


board of trustees suggested that in 
order to raise salaries of nurses it 
would have to have some guaran- 
tee of continued service. It was 
then that the bonus plan was 
devised. 

A bonus increase of $25 a month 
was added to the base pay in addi- 
tion to an extra $15, for living out. 
The smaller amount was payable 
in full monthly. 

Of the $25 bonus, $20 was pay- 
able at the end of each calendar 
quarter. The remaining $5 is being 
carried until the end of the year. 
This is an example of the way it 
works: 

A general staff nurse receiving 
$130 per month base pay would 
receive $145 at the end of each of 
five months (includes $15 living 
out money). On March 31, June 
go and September go she would 
receive $205; on December 31, 
$265. 

If the nurse left before the cal- 
endar quarter was up, she would 


lose not only her bonus accrued 
during the quarter, but also the 
annual increment. As an example, 
nurses who might have been of- 
fered $10 a month more in another 
hospital at the end of February 
would have had to work five 
months to get back the $50. Those 
who have left the hospital have 
nursed its patients for $145 month- 
ly instead of $170 in most instances. 

In an evaluation of the program, 
Mr. Holmes states: 

“The nurses seem to like this 
type of salary savings and the hos- 
pital has been able to attract other 
nurses when a vacancy occurs. One 
great advantage has been a 50 pei 
cent reduction of absence days— - 
from 160 to 78 days in equal peri- 
ods in 1946 and 1947. 

“This is an attempt to discour- 
age the nomad tendency among 
nurses. In the past, hospitals have 
had to pay for training new nurses 
on the job. With this method the 
part of the bonus left in the hos- 
pital fund by the nurses who do 
move will help pay for the incon- 
venience and the expense to the 
hospital for training her successor. 

“It is significant that 20 per cent 
of the nurses who left in 1946 
moved just to go to another city 
while none of the nurses in 1947 
moved for that reason.” 





Are Hospital Rates Too Fiigh? 


(Continued from page 49) 

These findings necessarily lead to 
a general conclusion because the 
probable errors in the data do not 
warrant more specific statements. 
It is simply this: 

Although the cost of medical care 
and the services of physicians and 
hospitals have risen by leaps and 
bounds in recent years, the national 
income and total consumer expend- 
itures have risen as, or more, rap- 
idly. 

In all this, one thing cannot be 
reduced to statistics. That is the 
superior kind of medical care and 
hospital service that the American 
people are now getting in contrast 
to the 1929 variety. The contrast is 
comparable to a 1946 car and a 1929 
car. As statisticians like to put it, 
these data measure a service, the 
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quality of which has been improv- 
ing throughout the entire period. 

What do the American people 
get as a result of this higher qual- 
ity? They recover from their ill- 
nesses. They recover from injuries. 
They go back to lead productive 
lives. They live longer. 

In the heyday of the Roman Em- 
pire the average lifetime was only 
a quarter of a century. In 1700, in 
Germany, the average lifetime was 
approximately 33 years. In the 
United States in 1847 it was approx- 
imately 40 years. The Bureau of 
Medical Economic Research has es- 
timated for 1947—and the data 
will not be published until 1949— 
that new babies, colored or white, 
male or female, born in the United 
States have an average life expect- 
ancy of 67 years. An increase in 








the average lifetime of 27 years in 
one short century of the long his- 
tory of mankind! 

This is truly the Golden Age in 
man’s history, and those trying to 
promote better medical care for the 
American people can take pride 
and joy in the accomplishment. 

Those lay and professional peo- 
ple who direct the expenditures of 
Americans for medical care may be 
expected to derive no more than a 
fleeting moment of | satisfaction 
from these conclusions. ‘They know 
that the quest for better health, im- 
proved medical care and longer life 
is never-ending. They have an un- 
limited opportunity to improve 
medical care, and at the same time 
are exposed to the hazard of at- 
taining one goal, only to find that 
the goal has been moved up. The 
demand for improved medical care 
is well-nigh insatiable, and those 
who try to provide it are subject 
to easy criticism. 
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Dietetics Adm inistration 





HE SUCCESSFUL USE of merit 
cadiag scales by industry suggests 
the use of similar techniques for 
measuring quantitative and quali- 
tative capabilities of hospital em- 
ployees. It has been done in the 
dietary departments of University 
Hospitals and City Hospital, Cleve- 
land. These experiences have 
proved the value of a rating scale 
in the solution of some of the pres- 
ent employee problems of a hospital 
dietary department. 

Reasons leading to the construc- 
tion of a scale specifically designed 
to meet the needs of the department 
of dietetics at University Hospitals 
were the usual ones: (1) to provide 
accurate data for use as a basis for 
salary increases; (2) to obtain in- 
formation relative to an employee’s 
strong and weak points (the scale 
has been useful in University Hos- 
pitals’ approach to the problem of 
improvement of the performance of 
the poor worker); (3) to secure 
accurate knowledge of performance 
for good selection of employees for 
transfer or promotion; (4) to help 
the rater analyze his judgments of 
employees and avoid the common 
error of “halo” ratings; (5) to pro- 
vide a basis for payment of bonuses 
when a bonus plan is in operation 
within the department; (6) to en- 
able the dietitian to give construc- 
tive counsel to employees when dis- 
satisfaction occurs. 

Many excellent rating scales have 
been designed for use in industry 
but they are not readily applicable 
in the hospital. That is why another 
scale was developed. In addition it 
was felt that the extensive detail 
of many established scales would 
make difficult their use by dietitians 
already carrying heavy work loads. 

In constructing this simple scale 
(Page 68), an attempt was made to 
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Efficiency from Industry's System of 
RATING EMPLOYEES 


HELEN MALLORY 


DIRECTOR OF DIETETICS 
UNIVERSITY HOSPITALS OF CLEVELAND 


ask pertinent questions concerning 
an employee’s actual work accom- 
plishments that could be answered 
quickly by the direct supervisor of 
an employee. It is essential that the 
rater be a close observer of em- 
ployee performance. 

The letters, M, N, S and T were 
chosen rather.than A, B, C, D or 
the numerals 1, 2, 3 and 4. We 
wished to free our designating let- 
ters, insofar as possible, from the 
previous association which most 
persons have with the use of these 
symbols. 

Employees are rated according to 


SUPERVISORS score 
employees every two 
months, and the marks 
are then transferred 
to individual cards 
which the dietitian 
files as a permanent 


record for reference. 





this scale (Page 66) every 60 days. 
The record is sent to the dietary 
office where it is transcribed on the 
employment record card (Page 66). 
In this way former ratings are not 
available to the rater, and in the 
event of a change in staff, previous 
judgments which might bias the 
succeeding rater are not passed on. 
Instruction in the technique of 
rating is given to each rater by the 
psychologist in the department. 

As is the practice in the use of all 
scales, some ratings call for a state- 
ment of substantiation with specific 
examples. This statement is at- 
tached to Form B and is filed with 
Form GC, the record of ratings. For 
example, a substantiation of a 
rating “S” on Item IIIa might read: 
“On August 16 an employee refused 
to work with Mary Black, stating 
that she had been “bossy” and also 
critical of the way in which the em- 
ployee did his work.’’ When at- 
tached to rating cards, these com- 
ments are of value in employee 
counselling. 
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ARMSTRONG X-4 PORTABLE BABY INCUBATOR 





INSTRUCTION AND 
THERMOMETER PANEL 


ONE SIMPLE 
CONTROL 
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1. Low cost 
2. Underwriter approved 
3. Simple to operate 
4. Only 1 control dial 
5. Safe, low-cost, heat 
6. Easy to clean 
7. Quiet and easy to move 
8. Ball-bearing, soft rubber casters 
9. Fireproof construction 
10. Excellent oxygen tent 
11. Welded steel construction 
12. 3-ply safety glass 
13. Full length view of baby 


14, Simple outside oxygen 
connection 


15. Night light over control 


16. Both F. and C. thermometer 
scales 


17. Safe locking ventilator 
18. Low operating cost 

19. Automatic control 

20. No special service parts 
21. Lid locks open 


The Armstrong X-4 Baby Incubator is the 


only Baby Incubator tested and approved by 


Underwriters’ Laboratories for use with oxygen. 


In offering you the Armstrong X-4 Portable Baby Incubator 
we stand firmly on the principle that we must provide a 
SAFE Baby Incubator, a LOW COST Baby Incubator and a 


SIMPLE Baby Incubator. 


That we have succeeded is evidenced by the fact that to date 
close to 400 Hospitals have placed voluntary repeat orders for 
more than 1200 additional Incubators. More and more it is 
being used, not only for the premature baby, but for any 


debilitated or under weight baby. 


ORR HIMES Ete, RIERA CARRE RRND NRE, Aa MS 5A RAS TSR 


THE GORDON ARMSTRONG COMPANY 


Division LLI 


e Bulkley Building * Cleveland 15, Ohio 


Distributed in Canada by INGRAM & BELL, LTD. + TORONTO » MONTREAL * WINNIPEG * CALGARY » VANCOUVER 
Export Distribution by GENERAL ELECTRIC MEDICAL PRODUCTS CO. ~- CHICAGO 3, ILLINOIS 
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During the time in which the 
scale has been in use, its value has 
been demonstrated in providing a 
fair basis for salary increases, selec- 
tion of an employee for upgrading, 
and employee counselling. It also 
helped to avoid delay in securing 
data necessary for satisfactorily solv- 
ing problems which require imme- 
diate decision. 

As yet the psychological effect of 
the use of the scale can be only an 
‘indirect one—better knowledge of 
the employee by those who super- 
vise his work. While the scale is still 
being introduced, we have not dis- 
cussed its use with the employees. 
We felt that we must first demon- 
strate its usefulness to staff members 
and train them in the technique of 
presenting the findings to the em- 
ployees. At present we feel that the 
actual utilization of the informa- 
tion in the handling of employees is 








1, Doss employee do his job as well as we want # done? 
M. Has outstanding ability to do job well. 
N. Consistently does an acceptable job. 
S. Has occasionally done a poor ieb, but has made 


an attempt to improve. 


T. Has frequently done a job which does not meet 
the standards of the department. 
ek. Varies in-application of ability. 


Ne is senpleyan able to accomplish a normal amount of work 


during the day? 


work in time available and is frequently able to 
help others when needed. 

N. Employee shows a good understanding of the 
amount of work to be done and usually completes 


it on time. 








the essential point and that the em- 
ployees’ knowledge of use of the 
scale is secondary. 

Elizabeth Perry, assistant super- 
intendent in charge of the dietary 
department of City Hospital, intro- 
duced the scale in her department 
with two objectives: To give the 
dietitian a better evaluation of the 
employee’s work, and to motivate 
the worker to improve his work. 

To accomplish this, Miss Perry 
called all employees together and 
explained the scale. She stressed the 
point that it was not to check their 
“bad deeds” but to help them to 
gain a knowledge of how to improve 
their work. Where there are oppor- 
tunities for advancement, this rec- 
ord gives information which can be 
used as a recommendation, and in 
like manner a poor rating might 
recommend replacement. 

Miss Perry describes several ad- 





"EMPLOYEE RATING SCALE 





asset. 








vantages that have been shown in 
the use of the system for 160 em- 
ployees for several months at City 
Hospital. Ward maids have shown 
a greater responsibility and interest 
in their jobs. There has been a de- 
cided improvement in the amount 
of voluntary work accomplished. 
The dietitians have a better knowl- 
edge of the work done by each 
employee. ‘The employees have de- 
veloped a keen rating interest. 

Dietitians realize that for efficient 
operation of a department it is 
essential that a high percentage ol 
employees do work that is rated in 
the upper levels of the rating scale. 
It is with the objective of develop- 
ing employees whose ratings fall 
within these levels that we are care- 
fully studying the use of this scale 
in the department. Finally, we also 
are watching the mechanical effec- 
tiveness of the scale itself. 


sspeegamnrm mses esesneommge 


a Ww “Does eonleras adhere to regulations pertaining to groom- 
ing and uniform? 
M. Adheres closely to regulations. Appearance is an 


N. Usually presents a good personal appearance. Is 
occasionally careless. 
S. Presents an. acceptable appearance when reporting 
on duty, but tends to b 
course of the day's work. 
T. Consistently careless of grooming and uniform. 


ecome untidy during the 


Needs frequent reminding of department stand- 
M. Shows outstanding ability to carry out assigned _. ards. 





: “ : 

Y. Does employee practice care in the use of food supplies 
and equipment? 
 M. Is unusually careful of food supplies and equipment. 


N. Employee is consistently careful in use of supplies 


_S. Employee occasionally does not accomplish all work 
possible in time planned. 

T. Works slowly and seldom finishes on time. Fre- 
only needs help in order to complete assigned 
tasks. : 


Ill. a. What type of ddjustrocnt does employee make in his 
association with other workers? 
M. Adjusts easily and well with all co-workers at all 


times, 
N. Incidents of failure to work harmoniously with other © 


employees have been rare. 

S. Fluctuates in ability to maintain good work rela- 
tionships with other employees, at times being 
unable to make a satisfactory adjustment to co- 
workers. 

T. Makes a pocr work adjustment; has difficulty in 
working smoothly with almost all employees. 


Ill. b. Does employee get along well with his supervisor? 


M. Accepts direction uncannily well. Is helpful at all 


times. 


N. Shows a consistently satbactens response to super- 


vision 
&. Occasionally has evidenced some difficulty in get- 
ting along smoothly with supervisor. 
T. Frequently resents supervision and supervisor as well, 
Is critical of supervisor and makes little attempt 
to i improve this work relationship. 


and equipment. 
_§$. Occasionally careless in respect to these factors. 
_T. Frequently careless about supplies and equipment 
‘and fails to follow repeated instructions relative 
to their use. 


Vi. Does employee esa work space clean and neat? 
_ M. Work space unusually neat and clean. 

N. Work space is kept consistently neat and clean. 

S. Employee occasionally needs to be reminded to keep 
work rms neat and clean. Makes an effort to 
improve 

T. Work space is habitually cluttered and dirty. Has 
shown little improvement when this has been 
called to his attention, 


VIL. a. Absences from work with good reason. 


: Times 
b. Absences from work without good reason. 
. Times. 
c. Absences from work because of illness. : 
. aye 
d. Tardiness in meres for work. 
Times............ 


* 





THE EMPLOYEE rating scale was constructed so that questions about an employee could be answered quickly by his direct work supervisor. 
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hese two hospitals on adjoining properties—Sr. 5 
Francis, a 370-bed general hospital, opened in New York 
1882, and St. Joseph's, a 295-bed TB hospital, rk. N 





opened in 1866—are operated by the Sisters of the 
Poor of St. Francis as distinct units. 


Both hospitals have used FABRON extensively 
for many years. Indicative of FABRON's durability 
is the fact that material installed on walls as far 
back as 1939 is still in excellent condition today 
after eight years of hard usage. 





REG. U. S. PAT. OFF 


bt oN —THE fabric-plastic-lacquer wall covering— 


INSTALLED ON WALLS AND CEILINGS YEARS AGO 


Hundreds of hospitals throughout the country have 
learned from experience that the durability of FABRON 
is a fact—not a mere promise. Walls and ceilings 
treated with FABRON years ago are still as fresh and 
attractive as the day the material was installed. And 
with but little care, many more years of service can be 
anticipated. 


There's a reason for this. For FABRON was developed 
specifically to resist the hard wear to which hospital walls 
are constantly subjected. Its canvas base, overlaid with 
layers of plastic, not only withstands everyday usage, 
reinforces plaster and prevents cracks, but affords a 


AS GOOD AS EVER TODAY 


hard, non-porous surface that can be washed or dis- 
infected as often as necessary and actually toughens as 
the years go by. 

Thus, due to its durability. as a wall-protective medium, 
FABRON not only affords years of uninterrupted service, 
but also retains its freshness and attractive appearance 
due to the permanency of its colors and their resistance 
to light. 

Trial rooms offer the best possible means of observing 
FABRON's performance first-hand. Cost is modest: 
installation easy. Why not write today for suggested 
patterns and estimate of costs? 


In addition to its many practical and economical advantages, FABRON also acts as a permanent fire-spread preventive 
thereby increasing fire-safety—an important factor in hospitals. FABRON is the ONLY decorative wall covering 
tested and listed by the Underwriters’ Laboratories, Inc., carrying their label of approval on each roll. 
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DIETETICS COMMENT 





DIETITIANS WHO Now are schedul- 
ing work programs and planning to 
meet fall and winter department 
goals, probably are facing many old 
and new problems. When the dieti- 
tion presents new ideas, too fre- 
quently she finds that everyone, in- 
cluding supervisors, reacts in a 
negative manner. It is human to 
resist change, yet only change 
brings progress. 

To have new ideas and better 
plans accepted it is necessary to 
have an informed staff. Conferences 
with reading programs may get 
these thoughts across to the organ- 
ization and furnish the incentive 
for developing new ways of organ- 
izing and performing work in the 
dietary department. 

To get the information for the 
staff, the dietitian may find the pub- 
lications and other material that 
can be borrowed from the Ameri- 
can Hospital Association’s Bacon 
Library valuable. These may be 
typical problems encountered by 
the dietitians in planning: Starting 
a course in food sanitation or a 
training class for counter girls may 
be a goal. Perhaps a review of ar- 
ticles may stimulate suggestions 
that can be used in planning a new 
kitchen or the remodeling of pres- 
ent facilities. 


Valuable Dietary File 


The Bacon Library has an out- 
standing collection of publications 
and material on hospital dietary 
administration. Included in the col- 
lection are articles clipped from 
the various journals in the food 
management field, books, special 
publications and bulletins on food 
service and related subjects. 

Reading programs for the indi- 
vidual dietitian or for dietary staff 
conferences, planned with the as- 
sistance of the Bacon Library, pro- 
vide a definite system for review of 
literature on dietary departments. 
This service provides a means of 
keeping up-to-date with current ma- 
terial published in both book and 
journal form. Hospitals offering 
dietetic internships will find the 
library material a good supplement 
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Dietitians May Find Bacon Library Collections Valuable Planning Aids 


to what is available in the hospital. 

Individualized attention is given 
to requests for current material on 
specific subjects. The library staff 
attempts to assist dietitians with 
problems by providing appropriate 
information on the experiences of 
hospital personnel, restaurant and 
hotel managers, institutional and 
industrial food service operators in 
solving similar problems. 

One of the recent additions to 
the library is the study, “A Scien- 
tific Basis for the Design on In- 
stitution Kitchens.” Every dietitian 
should study this, keeping in mind 
its application not only to plan- 
ning a new kitchen, but to present 
operating functions. The data in- 
cluded is a valuable guide in de- 
veloping food production manuals 
on a scientific basis. The time tables 
for food preparation will assist die- 
titians in setting up job schedules. 
The arrangement of equipment 
suggested for processing products is 
based on the sequence of work and 
can be applied to the large or small 
kitchen. 

For improving cafeteria service, 
“Standards for Cafeteria Service,” 
gives suggestions for assigning de- 
tailed duties to counter girls, cash- 
ier, checker and dining room su- 
pervisor. Schedules worked out for 
each counter girl in the hospital 
cafeteria, as suggested in this book, 
would assure that no detail is omit- 
ted in teaching correct and courte- 
ous service. Although planned for 
a specific service, the material is 
easily adaptable to the individual 
hospital. A list of food items com- 
monly served in a cafeteria, the size 
of serving, proper serving utensil 
and capacity for each item is in- 
cluded. The author gives practical 
suggestions of how to maintain 
standard size servings; the discus- 
sion of counter “‘etiquette” provides 
interesting material to use in train- 
ing employees to serve customers 
properly and to meet situations that 
arise during service. 

A new bulletin on “Work Sim- 
plification in Hospitals” is written 
with all departments of the hospi- 
tal in mind, but the material can 





be used by the dietitian in plan- 
ning a program for improving job 
methods, simplifying work and con- 
ference training of supervisors. 

Dietary personnel who do not at- 
tend the National Restaurant Asso. 
ciation meetings may be interested 
in its programs. Copies of the ad- 
dresses and discussions at National 
Restaurant Association conventions 
and conferences cover material on 
personnel training, food service 
planning, costs and food portion 
control. 


Diet Manuals Available 


If the dietitian is planning to 
prepare a diet manual, material on 
the procedure for writing is avail- 
able in the library. Manuals pub- 
lished by hospitals are on file. ‘The 
most recent manual is one prepared 
by the dietitians of Grand Rapids 
for the use of a group of hospitals. 
Dietitians in other cities might coop- 
erate in developing a diet manual. 

“The Magic Key to Hospital Lit- 
erature” published by the Ameri- 
can Hospital Association and sent 
to all member hospitals is a guide 
to the use of the Bacon Library. 
Additional copies are available to 
department heads on request. ‘This 
handbook is divided into two sec- 
tions. The first section lists subject 
headings under which all clippings 
and reprints are filed. In the dietary 
section the subjects are: Adminis- 
tration, personnel, cafeterias, cen- 
tral food service, floor kitchens, 
food conveyors, equipment and sup- 
plies, menu making, selective menu 
system, special diets, food purchas- 
ing, food costs, records and reports, 
economics, food waste, dishwashing 
and food contamination. 

In the second section a selected 
list of books is included. Two of 
the most useful in dietary adminis- 
tration are “Food Service in Insti- 
tutions’ and “Recommendations 
for Food Service in a Fifty-Bed 
Hospital.” 

Library material is distributed in 
“package libraries,” and they are 
loaned for one month without 
charge; renewal for an additional 
month may be requested. 
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3s k THE chart tells the story! Only Minneapolis-Honeywell can supply a complete 

ry line of both electric and pneumatic controls to meet the exacting requirements of hospitals. 

al Controls can be installed in private rooms, wards, operating rooms, nurseries, preparation 

of rooms and incubators, permitting individual temperature and humidity regulation in each. 

* Recording, controlling and indicating instruments are available for various applications 

if such as boiler room, laundry, kitchens, therapy and allergy rooms, sterilizers and laboratories. 

“i This means that you can place full responsibility for all phases of automatic control in 

+ a single manufacturer. And Honeywell maintains a nation-wide staff trained to provide 

2 service from plan stage throughout the life of every installation, electric or pneumatic. 
Backing this comprehensive operation is the Honeywell reputation for dependable 

d performance, established for over 60 years. Ask your architect or heating engineer for 

of information or write for the new catalog “Automatic Controls for the Modern Hospital.” 

; Minneapolis-Honeywell Regulator Co., Minneapolis 8, Minn. In Canada: Toronto 12, Ontario. 
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Lawyer, Nurse Write Book Discussing 


LAWS AND NURSES 


LEGAL AsPECTS OF NuRSING. Milton J. Les- 
nik and Bernice E. Anderson, M.A., 
R.N. Philadelphia, J. B. Lippincott. 
1947. 352 pages. $4. 


HE AUTHORS of this informative 
5 are well qualified to discuss 
nursing’s legal aspect. Mr. Lesnik 
is a member of the bar of the Dis- 
trict of Columbia and New Jersey, 
a lecturer on legal aspects of nurs- 
ing to the New Jersey State Board 
of Examiners and Seton Hall Col- 
lege and consultant in the depart- 
ment of measurement and educa- 
tional guidance, National League 
of Nursing Education. 

Miss Anderson has served for a 
number of years as secretary-treas- 
urer of the New Jersey State Board 
of Examiners of Nurses, chairman 
of the Bureau for State Boards of 
Nurse Examiners, American Nurses’ 
Association, and chairman of the 
Committee on Interests to Plan 
for a Single Accrediting Body in 
Nursing, National Nursing Coun- 
cil. She is currently serving as presi- 
dent of the New Jersey State League 
of Nursing Education. 

With their experience in law and 
nursing the authors have collab- 
orated in presenting information 
that should be valuable to students 
and faculties of schools of nursing 
and to many other groups (state 
boards of nurse examiners, nurses’ 
registries and placement bureaus, 
the medical profession, hospital 
board members and administra- 
tors) . 

This book will be particularly 
welcomed by instructors in schools 
of nursing responsible for the 
courses in Professional Adjustments 
I and II. Some question may be 
raised about including the first 
chapter on history of nursing, since 
a course in this subject usually is 
offered to students in the first year, 
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and there are several excellent his- 
tories of nursing in print. So far as 
their interests are involved, this 
chapter may have little value. 
Justification for its inclusion, how- 
ever, may be found in the au- 
thors’ statement that the book was 
written not only for students but 
for other groups which might find 
this chapter helpful if they do 
not have a background in nursing 
history. 

The discussions of the “Law and 
Nurse Training Programs” in chap- 
ter 2, “Analysis of Existing Legal 
Control-Nursing Practice Acts” in 
chapter 3, “The Harrison Narcotic 
Law in chapter g and “Legal As- 
pects of Wills” in chapter 10 in- 
clude much factual information of 
interest to all nurses. The chapter 
on “Legal Aspects of Negligence” 
should be especially helpful to first 
year students in becoming orient- 
ed to their moral responsibilities 
for safeguarding patients. Other 
legal aspects of nursing with which 
nurses should be familiar are dis- 
cussed in some detail. 

The carefully prepared index 
and glossary contribute to the book’s 
value as a reference source. Some 
disagreement may ,be expressed 
with the author’s opinion “that 
the legal aspects of nursing should 
constitute a separate course of in- 
struction of 15 to go hours, prefer- 
ably 30 hours, in the basic curricu- 
lum.” Libraries used by students 
in nursing and medicine will be 
enriched by the addition of this 
book.—M. C. 


A Lawyer’s Comment 

From the lawyer’s viewpoint this 
book is unique. Although it covers 
substantially the same _ subjects 
found in the many other volumes 


on “law for the layman” already in 





print, the book is written in a 
scholarly manner and is legally 
sound. ‘The authors have made con- 
cise and comprehensive application 
of the principles of the law of con- 
tracts, torts and crimes to the hu- 
man relationships that confront the 
nurse. 

Lawyers who have watched the 
transition of nursing from an oc- 
cupation to a profession with a 
philosophy of its own and dedicated 
to the common good, will appre- 
ciate the understanding of the legal 
profession that this book should 
stimulate in student and graduate 
nurses. If nursing as a_ profession 
is to survive, its members must be 
regarded as human beings having 
legal rights as well as duties. 

It is to be hoped that the careful 
analysis of these rights made by the 
authors will have wide circulation 
among hospital administrators and 
other employers of nurses. The law- 
yer, who as counsel must deal with 
the consequences of the status of 
the nurse, will find valuable refer- 
ence material in this book, particu- 
larly in the chapters on “Legal Sta- 
tus of Nurses,” “Legal Aspects of 
Negligence” and the analysis of 
“Nursing Practice Acts.” As nurs- 
ing in its relation to the medical 
profession becomes defined more 
clearly, the authors might aid the 
legal profession with further dis- 
cussion of the subject. 

The practicing lawyer might of- 
fer one suggestion about this book. 
On page 120, the authors state: 
“The nurse may conceivably be in 
a position to render valuable com- 
fort and advice to a patient injured 
by an employee of another who is 
concerned with his rights at law. 
An understanding of legal aspects 
of nursing should not be pursued 
purely from the viewpoint of the 
nurse alone. That understanding 
may be effectively employed in per- 
forming a function of nursing in 
its broadest scope, that is to say, 
giving mental comfort to the pa- 
tients.” 

This statement and the rather 
inconsistent advice to the nurse in 
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‘Wont thank me 


thank Mother Cabrini” 


A. 


Yes, it was thru the efforts of Mother Cabrini that over 67 
institutions, one for every year of her life, were founded. 
Included are hospitals, dispensaries, rest homes, orphan- 
ages and schools and the number of those benefited runs 
into the hundreds of thousands. 

Mother Cabrini was a fragile woman, naturally timid, 
yet gifted with a gracious charm, common sense and wis- 
dom, energy and strength that commanded the cooperation 
and support of all with whom she associated. 

When she came to America in 1889, the thousands of 
her emigrant Italian countrymen here were in a pitiable 
plight. Untrained for gainful employment in a strange 
land, they lived in poverty in crowded slums—a prey to 
every kind of physical and moral illness. 
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St. Frances X. Cabrini, 
Beatified on November 
13, 1938, Canonized 
July 7, 1946. 


Physically ill herself, with no money in her purse and 
only six members of her religious order to help her, this 
fragile, childlike young woman began her work—befriend- 
ing the poor, sheltering the sick and homeless, teaching 
them to be useful, law-abiding citizens. 

In one month, she and the six younger Sisters who ac- 
companied her, established themselves in their own or- 
phanage at 59th Street in New York—a modest beginning 
to a remarkable chain of accomplishments. 

The spirit of selfless devotion that marked the life of 
this remarkable woman is mirrored a thousandfold in the 
work of those men and women who serve daily in our hos- 
pitals and institutions all over the country. 

Rhoads & Company feel privileged to have been asso- 
ciated with them in their work for the last half-century. 


Whether ordering or inquiring, just pick up the phone anywhere in the United States 
and call PHILADELPHIA, WAlnut 2-8922. And don’t hesitate to reverse the charges. 


RHOADS & COMPANY 
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the matter of wills found on pages 
260 and 261 might lead the casual 
reader to conclude that the au- 
thors advocate the giving of legal 
advice by nurses under circum- 
stances which the nurse believes 
will warrant it. The law is not a 
jealous profession, but it is a care- 
ful one. 

This book, although it has par- 
ticular merit, is not the equivalent 
of a legal education. The reader 
should be cautioned that untold 
grief, and no particular good, al- 
ways follows the giving of legal 
advice by the layman.—HELEN E. 
REDDING, practicing attorney in 
Joplin, Mo. 


Office Administration 
SECRETARIAL PRACTICE AND OFFICE ADMIN- 

ISTRATION FOR Hospitats. Capt. J. E. 

Stone, C.B.E., M.C., F.S.A.A. London, 

Eng., Faber and Faber Ltd. 1947. 204 

pages. 21 shillings. 

The author of this book, which 
was written for English hospitals, 
is the well-known consultant on fi- 
nance to King Edward’s Hospital 
Fund for London and the recent 
recipient of honorary membership 
in the American Hospital Associa- 
tion because of his many contribu- 
tions to the progress of hospitals. 

Captain Stone’s previous popular 
texts deal with more technical as- 
pects of hospital organization and 
administration than this present 
work. The current book brings be- 
fore the English hospital field a 
review of general office and secre- 
tarial practices common to other 
types of progressive business enter- 
prises. 

The contents cover in excellent 
fashion the principles of efficient 
office organization and staff rela- 
tionships. Considerable description 
is given to proper form and style 
in the writing of letters and reports. 
Also set forth are chapters on han- 
ding of incoming correspondence, 
reporting of speeches, meetings pro- 
cedures, indexing and filing, and 
office machinery and mechanical 
appliances. 

The book closes with a glossary 
of commercial and legal terms, and 
an appendix of classical and foreign 
phrases current in English litera- 
ture and legal documents. As one 
would expect, many of these ex- 
pressions are not widely used in 
the United States.—W.H.M. 
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HOSPITAL SURVEY COLLECTION 


This subject has been discussed briefly in hospital journals. Because of 
the volume of details, full accounts have not been reported. Those inter- 
ested in one or more phases of any survey may find the information of 


great value. 


OSPITAL FACILITIES survey re- 
H ports are being collected by 
the Bacon Library. These include 
some of the state surveys carried 
on as part of the Hospital Survey 
and Construction Act program. As 
it does with other collections, the 
library lends copies of published 
reports upon request. 

The material provides assistance 
in two ways: (1) it is a source of 
information on existing hospital 
facilities in specific areas (geograph- 
ical and political units—states, coun- 
ties and communities) and (2) it 
contains suggestions on methods 
and procedures for conducting such 
studies. 

Five representative surveys have 
been selected from the Bacon Li- 
brary collection for brief review. 
A description of the purpose, pro- 
cedure used and results obtained 
is given. 


“HEALTH FACILITIES SURVEY.” South Car- 
olina. 1947. 


» The Research, Planning and De- 
velopment Board of South Carolina 
conducted a survey of the location, 
size and charater of all existing 
public and private hospitals, health 
centers and other related facilities 
in the state. The survey was made 
to evaluate the sufficiency of such 
facilities and to compile a statement 
of new or expanded facilities nec- 
essary to supply such services. 
Schedules prepared by the Com- 
mission on Hospital Care were used 
to obtain the statistical informa- 
tion. Regional meetings of hospi- 
tal administrators were held to ex- 
plain the schedule and the impor- 
tance of returning it completely 
filled out. Field workers were em- 
ployed to go to the hospitals to 
collect the schedules. The survey 
report itself contains numerous 
tables, graphs and charts to desig- 
nate location, type and bed capaci- 


ties of existing and recommended 
hospitals. Additional sociological 
data to support the conclusions are 
included. 





“MEDICAL CARE IN THE COUNTIES OF 
MARYLAND.” 1944. 


p> In August 1939 the Maryland 
State Planning Commission author- 
ized the establishment of a commit- 
tee on medical care at the sugges- 
tion of the Medical and Chirurgical 
Faculty of Maryland. A preliminary 
report was submitted in October 
1940. Because of the war, work on 
the survey was interrupted until 
1944 when this study was com- 
pleted. 

As in every similar survey the 
field work was the source of the 
most helpful data obtained. Med- 
ical care as well as hospital facilities 
were to be evaluated in all of the 
counties in Maryland. Interviews 
were held with officers of county 
medical societies, physicians in sev- 
en counties and others selected at 
random, superintendents of 18 gen- 
eral hospitals in the counties and 
of the general hospitals in Balti- 
more and the District of Columbia, 
county health officials and private 
citizens. The report includes 59 
tables and three charts illustrating 
the findings and recommendations. 
A study of the costs of providing 
adequate care is a part of the survey. 





“HEALTH AND MEDICAL CARE IN ALA 
BAMA.” 1945. 
» At the request of the state health 
officer, the director of the Alabama 
State Planning Board instituted a 
survey in cooperation with the post- 
war planning commission of the 
medical association of Alabama. A 
working committee was appointed 
with members representing the in- 
terested state groups. 

The report is introduced with a 
chapter on the health status of the 
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state, mortality and causes of death. 
Professional services available to 
the people by specialists in the med- 
ical profession, nurses, dentists and 
pharmacists are discussed. ‘The sec- 
tion on hospitals includes a chapter 
on the present hospital picture and 
a master hospital plan for the state. 
The relationship between income 
and medical care and methods of 
payment for medical care are a part 
of the report. The charts, tables and 
maps are among the best prepared 
and presented in current surveys. 
A study of the costs of providing 





adequate care is a part of the survey. 
Recommended legislation is dis- 
cussed in the concluding section. 


“SURVEY OF MHospirAL FACILITIES IN 
CALIFORNIA. PRELIMINARY REPOR?.” 1947. 


» To carry out the provisions of a 
bill passed by the California legis- 
lature to inventory hospital facili- 
ties, a survey staff was set up under 
the direction of the State Depart- 
ment of Public Health. This staff 
was assisted by the State Advisory 
Council on Hospital Facilities and 
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by the various hospital, medical 
and nursing associations. 

Schedules of the Commission on 
Hospital Care were used to collect 
the information on existing hospi- 
tals. The recommendations stressed 
the need for a continuing study of 
hospital services, especially from 
the community point of view. Pop- 
ulation changes and economic re- 
sources affecting the use of hospital 
services have entered into the sug- 
gested plans for expansion and re- 
location of beds. 

The chapter on organization and 
administration includes sections on 
dental service in hospitals and phy- 
sicians’ offices in hospitals. A chap- 
ter on the role of the general hos- 
pital discusses the care of special 
types of patients—tuberculous, psy- 
chiatric and communicable dis- 
ease—in the general hospital. The 
place of the hospital as a diagnostic 
center is acceded. The report con- 
tains a map of the state with tenta- 
tive regional hospitals, community 
hospitals and medical service cen- 
ters located in specific areas. 





“MEDICAL CARE AND HEALTH FACILITIES 
IN NORTH DAKOTA.” 1945. 


» The North Dakota State Health 
Planning Committee was appointed 
in August 1944 by the governor. It 
was given the responsibility for de- 
termining present medical care and 
health status in the state and for 
evolving a program to meet the 
needs. The county extension agents 
cooperated with the committee in 
sending out questionnaires in each 
community. Supplementary infor- 
mation was obtained from various 
state agencies and groups. 

The study was confined to an 
analysis of medical and health fa- 
cilities and does not include an 
analysis of the adequacy of the 
services, the costs or the methods 
of payment. Further study of these 
factors was planned after considera- 
tion of the basic data obtained. 

The hospital facilities survey was 
made before the inauguration of 
the Commission on Hospital Care. 

Because of the sparsely settled 
areas within the state, careful al- 
location of hospitals is emphasized. 
The use of existing or projected 
facilities in adjoining states is out- 
lined; in the same way, some of the 
hospitals in North Dakota serve 
adjoining states. 
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Pyribenzamine hydrochloride is now incor- 
porated in two topical forms. These new 
preparations have been found useful in 
pruritus ani, various types of dermatitis, 
and other conditions associated with itching.* 

Both these products contain 2 per cent 
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trolling allergic symptoms incident to hay 
fever and asthma, as well as many dermato- 
logic diseases. Orders for these new Pyriben- 
zamine products placed through your regular 
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Pemcillin Jor Newborn May Become 


ACCEPTED METHOD 


ROBABLY ALL HOSPITALS have had 
P some discouraging results from 
the use of silver nitrate prophylac- 
tically in the eyes of newborn in- 
fants. Now there is a_ possibility 
that penicillin may replace silver 
nitrate as the preferred method of 
prevention. ; 

In fact, all types of abnormalities 
of the eyes are less frequent when 
penicillin rather than silver nitrate 
is employed for prophylaxis, ac- 
cording to a recent study. 

Credé, a famous obstetrician of 
Leipzig, Germany, first used silver 
nitrate in phophylaxis against 
ophthalmia neonatorum almost 70 
years ago. This method of preven- 
tion attained almost immediate 
popularity; despite opposition from 
time to time, it remains the pre- 
ferred or mandatory method in 
most laws and regulations relating 
to prevention of ophthalmia neon- 
atorum. 

In an experiment using only 
penicillin in the eyes of newborn 
infants, it was concluded that the 
results compared favorably with 
those from silver nitrate. There 
were some definite advantages: 
Danger of permanent injury to the 
eye was eliminated; instillation of 
penicillin is non-painful; penicil- 
lin need not be made fresh each 
day; no noxious substances are 
produced by deterioration; an ex- 
cess of the solution is not harm- 
ful, and penicillin may be used 
for treatment as well as prophy- 
laxis. 

There is at least one disadvan- 
tage. Penicillin is not antiseptic but 
is largely bacteriostatic; therefore 
it was thought multiple instilla- 
tions would be required. Arbitrar- 
ily it was decided to use four in- 
stillations. The first was given with- 
in an hour after birth and one ad- 
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ditional dose was given daily for 
three days. In the presence of an 
acute personnel shortage, however, 
this added responsibility might be 
a critical strain on the hospital 
nursing service. (“Prophylaxis 
Against Ophthalmia Neonator- 
ium,” JAMA, p. 1230-1235; Au- 
gust 9, 1947.) 


Atomic Medical Progress 


It has been inferred frequently 
that the peacetime application of 
atomic knowledge to disease will 
result in remarkable advances in 
methods of treatment. Unless a 
person is following the technical 
scientific literature quite closely, 
however, it is difficult to keep 
abreast of the progress that has 
been made. 


The following quotation from 
Science News Letter (August 9, 
1947) provides a quick summary of 
the progress made in the single 
year since the first shipment of 
radioactive isotope chemicals from 
Oak Ridge was sent to the Barnard 
Free Skin and Cancer Hospital, St. 
Louis. 


“1. Discovery of a better treat- 
ment for congestive heart failure. 
This resulted from the finding, by 
Dr. George E. Burch of Tulane 
University School of Medicine, 
that in patients with this heart 
condition, sodium as well as water 
escapes from the blood vessels into 
the tissues. Because sodium is a 
‘thirsty’ element, water follows the 
sodium out of the blood vessels. 
This results in the dropsy of con- 
gestive heart failure. As a result of 
these studies with tagged atoms of 





sodium, patients are now given 
medicines to eliminate the excess 
sodium as well as the excess water 
in their tissues. 

“eg, Treatment of chronic forms 
of leukemia, lymphoma and Hodg- 
kin’s disease with radiogold, which 
has turned out to be ‘exceedingly 
useful’ in these conditions. 

“3. Development of methods for 
learning more about how cancers 
are produced through the use of a 
cancer-producing chemical, methyl- 
cholanthrene, tagged with radio- 
active carbon 14. 

“4. Quantitative measurements 
of blood circulation with red blood 
cells tagged with radiophosphorus 
which showed conclusively that in 
heart disease when heart arteries 
are clogged (coronary thrombosis) 
other blood vessels take over the 
job of the blocked ones. 

“5. Successful treatment of pa- 
tients with overactive thyroid 
glands, too sick for surgical remov- 
al of the gland, with radioactive 
iodine which has also been used to 
attack cancer of the thyroid. 

“6. Discovery of new knowledge 
for fighting anemia through use of 
radioiron which appears in the red 
blood cells and shows the rate at 
which these cells are made and how 
iron is absorbed and utilized in 
the body. 

“7. Tagging of penicillin and 
other drugs to learn more of how 
they stop or kill germs in the body 
and, perhaps, how to develop more 
effective drugs.” 

These achievements result from 
the use of radioactive chemicals 
which are produced in the same 
chain-reacting pile that produces 
the atom bomb. It has been rela- 
tively easy to tag some of the ele- 
ments (such as sodium and gold), 
penicillin and red blood cells with 
the radioactive material. 

It is reported also that the Na- 
tional Institute of Health has found 
a way to tag bacteria with radio- 
active chemicals. This may produce 
information about immune proc- 
esses by which the body fights germ 
invasion. 
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SE OF POOLED PLASMA, whether 
U as an emergency measure pend- 
ing subsequent transfusion with 
whole blood, or as a complete form 
of therapy when red cells are not 
necessary, has been a great advan- 
tage to patients, physicians and hos- 
pitals. Plasma in the liquid, dried 
or frozen state can be held in stock 
for long periods of time without 
deterioration. 

During the past few years several 
states, counties and cities have op- 
erated community programs for the 
collection, processing and free dis- 
tribution of pooled plasma. Most 
state departments of health now are 
distributing without charge the 
dried pooled plasma released to 
them by the American Red Cross. 

Pooled plasma may be adminis- 
tered without previous blood group- 
ing of the recipient or cross-match- 
ing. The absence of red blood cells 
eliminates the agglutinogens A, B 
and O, and. the pooling of several 
specimens of plasma dilutes to the 
point of harmlessness any high titer 
of isoagglutinins that may be pres- 
ent in any specimens. 


Easily Administered 


From the patient’s viewpoint 
pooled plasma provides a form of 
therapy available immediately in 
time of emergency, without the dan- 
ger of hemolytic reaction; this plas- 
ma is free or inexpensive when pro- 
cured through voluntary commu- 
nity programs. From the physician’s 
viewpoint pooled plasma offers 
peace of mind because it can be 
given without elaborate prepara- 
tion as soon as ordered, and because 
of the ease of administration, can 
be given in the patient’s home. 

From the hospital’s viewpoint 
pooled plasma provides one form of 
transfusion therapy that is imme- 
diately available even if the hospital 
is too small to operate a blood bank. 
Where a blood bank is operated, 
however, use of pooled plasma re- 
quires much less work than the use 
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of whole blood, and outdated 
whole blood specimens can be sal- 
vaged. 

Unfortunately, these advantages 
of pooled plasma appear to be off- 
set by the frequent occurrence of 
an agent capable of inducing acute 
hepatitis. The most recently accept- 
ed name for this complication is 
homologous serum jaundice. The 
syndrome usually occurs between 
two and four and one-half months 
after the administration of a blood 
product, but the extremes of the 
incubation period are from one to 
six months. 

Cases have been reported as oc- 
curring not only after the adminis- 
tration of large amounts of human 
material, as in whole blood or plas- 
ma transfusion, but also after the 
inoculation of very small amounts, 
as in the vaccination against small- 
pox using human lymph. Cases oc- 
cur also after immunization against 
yellow fever when using products 
containing human serum, and even 
after the administration of various 
therapeutic agents in syringes not 
adequately sterilized after contami- 
nation with human blood. 


The military services reported 
many cases of homologous serum 
jaundice occurring in men who had 
received dried pooled plasma. Simi- 
lar reports have come from civilian 
institutions. To determine the ex- 
act incidence of this complication, 
three British investigators! followed 
up a large group of recipients of 
pooled plasma or serum. They 
found that 7.3 per cent had de- 
veloped the syndrome characteristic 
of homologous serum jaundice with- 
in the subsequent five months. 

A similar follow-up study has 
been completed recently by the 
New York State Department of 
Health.? Of a large group of pa- 









tients receiving transfusions with 
the pooled plasma distributed by 
the state, 4.5 per cent developed 
jaundice within six months. Many 
of the patients were critically ill, 
and even in the. milder instances 
bed confinement and inability to 
continue employment were often 
prolonged for many weeks or 
months. The case fatality rate was 
at least 7 per cent and may be con- 
sidered as 14 per cent, if two deaths 
in which the jaundice was a con- 
tributory rather than a_ primary 
factor are included. 


Average Plasma Ratio 


The average number of trans- 
fusions given in general hospitals 
having blood products readily avail- 
able is three to five per bed per 
year, of which one is a transfusion 
of plasma. At this rate, a hospital 
of 100 beds may be expected to give 
100 plasma transfusions annually. 
For every 100 recipients four to five 
cases of jaundice may occur and an 
occasional death will result. 

While homologous serum jaun- 
dice can occur after transfusions 
with whole blood, this complication 
occurs far less frequently than after 
administration of pooled plasma. It 
is obvious that if one virus-carrying 
unit of plasma is added to a pool 
of 20 specimens, and the entire pool 
is then distributed as 20 units of 
pooled plasma, the infectious agent 
will be administered to possibly 20 
individuals rather than to one. In 
the British investigation referred to 
above, there were no cases of jaun- 
dice among recipients of whole 
blood from individual donors. 

In the New York State study, it 
appeared that the distribution of 
virus among plasma lots was quite 
diffuse. However, the attack rate 
among the recipients of any one 
plasma lot was variable and usually 
low. One lot that had been ad- 
ministered to two plasma recipients, 
who later developed jaundice, had 
also been given to seven other trace- 
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able individuals, who remained 
free of symptoms. 

The danger that a recipient of 
pooled plasma may develop homo- 
logous serum jaundice presents a 
definite challenge to both physician 
and hospital. Practically all blood 
banks or bleeding clinics exclude 
as donors all individuals with any 
history of jaundice in the past. 
Some even exclude individuals who 
may have been in contact with cases 
of jaundice during the previous 
year. Chemical tests upon the urine 
and the blood occasionally may dis- 
close persons in the earliest stages 
of hepatitis and possibly some 
asymptomatic carriers of the virus. 

A suggestion has been made that 
all plasma units be withheld from 
distribution for six to twelve 
months, during which time the 
donors could be followed to deter- 
mine whether any of them subse- 
quently develop hepatitis. This 
system would involve considerable 
bookkeeping and follow-up, and 
also would prevent the use of many 
plasma specimens if the donors 
could not be traced. 

It is urgent therefore that some 
procedure be developed to which 
all plasma units may be subjected 
before they are made available for 
use. Two suggested methods hold 
much promise. It has been shown 
that the exposure of plastha to 
ultraviolet irradiation will inac- 
tivate the virus of hepatitis.® 

Recent improvement in the 
method of irradiating plasma may 
make this procedure practical for 
large-scale processing.* It has been 
shown also that in addition to 
other products, fractionation of 
plasma yields a preparation of al- 
bumin that is clinically effective 
in many of the conditions for which 
whole plasma is ordinarily used.° 

This albumin can be subjected 
safely to procedures that would 
render whole plasma unfit for clin- 
ical use. Thus, it can be exposed 
to a temperature of 56 degrees 
Centigrade for 30 minutes, and this 
is believed to inactivate the hepa- 
titis virus. 

Even if further studies confirm 
the findings that irradiated plasma 
or the albumin fraction is virus- 
free, it will still be some time before 
either preparation can be made 
available in sufficiently large 
amounts to meet all needs. In the 
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meantime, the danger of this com- 
plication should. be brought to the 
attention of all hospital staffs. 
Pooled plasma transfusions should 
be administered only to those pa- 
tients in whom the clinical indica- 
tions are absolute, and when the 
benefits to be derived clearly out- 
weigh the risk entailed. It is sug- 
gested that one or more staff con- 
ferences a year be devoted to the 
subject of transfusion therapy and 
its complications, and that all cases 
of jaundice following transfusion 
therapy be presented so that this 
danger may be emphasized. 
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CURRENT HEALTH 
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A statement from the Division of Public 
Health Methods, U. S. Public Health Serv- 
ice, through the month of September 1947. 


Common Childhood Diseases: At the 
time that children return from vacations 
and gather in classrooms for the new 
school year, it is particularly important 
to look over the available statistics on 
current incidence of the common child- 
hood diseases. 

Poliomyelitis usually reaches its peak 
in late August or early September, and 
new cases reported this year apparently 
came to a maximum in the second week 
of September. The peak value of about 
g60 cases in that week was the lowest 
since 1942 but the general level of inci- 
dence of the disease in September was not 
as low in relation to the normal seasonal 
expectancy as during the mid-summer. 

Some of the weekly case totals for the 
country as a whole were on a par with 
those experienced in the corresponding 
weeks of 1943 and 1945, though nothing 
comparable to the epidemics of 1944 and 
1946 was seen. No major region of the 
country showed an excessively high inci- 
dence. The New England and East North 
Central states were the only ones in which 
reported cases appeared to be running 
slightly higher than in the last non- 
epidemic year, 1945. 

The incidence of whooping cough, 
which never shows a marked seasonal 
cycle, usually declines slightly in Septem- 
ber. In 1947, however, in relation to the 
frequencies expected at this season, the 
numbers of new cases reported each week 
were higher than at any other time in 
the year. In fact, the most recent period 
of higher incidence was in the spring of 
1943. If the experience of previous cycles 











is maintained, the present level of mor- 
bidity will continue through winter. 

Taking the average of the three pre- 
vious years as a standard, the West North 
Central and the West South Central states 
appear to be the ones currently experi- 
encing the greatest excess, while the South 
Atlantic and East South Central areas 
experienced the least. No area failed to 
show an increase. Despite the rise in cases 
reported, there was no indication of a 
corresponding increase in the mortality 
from this cause, at least through July 
when the latest mortality statistics were 
available. : 

Turning to the diseases that reach the 
top of their cycles in winter and spring, 
all pre-season indications—for whatever 
they are worth—appear to be favorable. 
Diphtheria incidence, which runs highest 
in October and November, has steadily 
declined since late spring and is currently 
at a record low for this time of year. 

Except for the fact that it comes to a 
peak in most years around the end of 
March, almost exactly the same state- 
ment can be made about the new cases 
of scarlet fever. Through the end of July 
the index for scarlet fever fluctuated at 
a very low level and then during August 
and September declined even further in 
relation to its expected value for the sea- 
son. During recent weeks every section of 
the country was either at or near record 
low levels for scarlet fever incidence. 

Measles is one of the diseases that is 
particularly poorly reported. Furthermore, 
it tends to show more pronounced swings 
from year to year than almost any other 
equally common disease. During August, 
September and early October it is usually 
at its minimum. The latest data available 
for this season indicate about an average 
level of morbidity for this disease. Com- 
pared with the previous 15 years, it has 
been higher in the corresponding weeks 
on nine occasions, lower on five and al- 
most exactly equal once. Regional statis- 
tics fluctuate so widely that comparison is 
difficult. 

Meningococcus -meningitis, while not 
usually included among the common dis- 
eases of childhood, is more frequent at 
the younger ages. The incidence of this 
disease is now beginning to show a slight 
upward movement comparable to the one 
observed in 1942. Nevertheless, since study 
of previous cycles of meningitis show at 
least three or four years of relatively low 
morbidity between epidemic periods, it 
seems unlikely that any pronounced up- 
swing is in the offing. As recently as 1945 
the incidence was in an epidemic phase. 


Mortality: The customary midsummer 
peak in deaths from accidents other than 
motor vehicle accidents failed to appear, 
possibly due to a drop in drowning fatal- 
ities’ The death rate from motor vehicle 
accidents has been running slightly below 
expected seasonal values. 

Mortality from pneumonia and _in- 
fluenza has been steady during the sum- 
mer after a low winter and slightly high- 
er spring. Maternal mortality has been 
uniformly low during 1947. Death rates 
from tuberculosis, syphilis and diabetes 
were about at expected values while ap- 
pendicitis mortality. was quite low. 


HOSPITALS 


























“Purchasing. 





Many Complications to the Current 


on this theory the government act- 
ed to restrict speculation. 


Charles Luckman’s drive to save 
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Seven Opinions: 


WHAT ABOUT 
THESE PREMIUMS? 


*COX 
*REID 
*WRIGHT 


* BRISBANE 
*HARDGROVE 
*SIBLEY 


®HOWELL 


ITH THE BEGINNING Of a re- 

turn to normal markets and 
normal buyer-seller relationships, 
the matter of premiums for pur- 
chases again becomes a debatable 
issue. The question was raised first 
by LeRoy P. Cox, superintendent, 
Woonsocket (R. I.) Hospital. Part 
of his letter was used as the basis 
for the symposium. It read: 

“The exhibitors complained 
about hospitals asking for gifts and 
there was also talk about presents 
for buyers. Both were in order. 

“Now it seems to me that the 
premium racket is starting up 
again. Who pays for these pre- 
miums? Does a good buyer pur- 
chase because he gets a clock or a 
radio? I hope not. It seems unfair 
and a little cheap to me. 

“In the past premiums or pre- 
mium credit tickets have created 
dissension in dietary departments. 
We had to stop taking bread from 
one company because it gave a 
towel with every hundred loaves 
of bread. The towels almost started 
a riot. Of two companies with equal 
products, I would choose the one 
not giving premiums. 

“Many years ago one company 
offered expensive watches to the 
buyers of certain amounts of soap. 
The price was high, and we needed 
soap. When asked the price with- 
out premium, the quotation was 
reasonable and we made a purchase. 

“One company now offering pre- 
miums does not need to do so. Its 
products can be sold on their 
merits. Instead it should lower 


86 


prices. I am sure many others be- 
lieve as I do.” 


ATTRACTIONS REFLECT 
ON PRODUCT QUALITY 


THERE SHOULD BE NO place in 
the purchasing of hospital sup- 
plies for premiums. If the article 
offered for sale cannot sell purely 
on its own merits a good purchas- 
ing agent should not even consider 
it. Quality should be questioned 
immediately when premiums are 
offered, for one invariably begins 
to wonder what is wrong when 
“added. attractions” are thrown in. 

When excessive prices are asked 
for products and expensive pre- 
miums offered to purchasers, bit- 
ter rivalry and departmental dis- 
ruption are the frequent results. 
On occasion several companies 
have been known to have two 
prices—a rather high one with a 
choice gift thrown in and a more 
moderate one for those desiring to 
purchase without piemium benefit. 

This brings up the question: 
Who pays for the premium? It is 
almost obvious that the hospital is 
the one who is footing the bill— 
which seems to include the salary 
of the purchasing agent, the cost of 
the supplies needed, plus a gift for 
the purchaser. Since when has the 
purchasing agent’s job been of 
such plush and velvet importance 
that the hospital must pay premium 
prices for equipment and supplies 
so that he may reap a fine present 
for merely condescending to buy 
needed goods? 


In this day of fantastic operat 
ing costs the cry should be lowe: 
prices for better quality and quan 
tity for the overall good of the 
hospital plant rather than special 
privileges for the purchaser. In the 
not too distant future the consum 


er, or purchaser, again will com¢ 


into his own; it will be his world. 
Before that time comes complete. 
ly, premium buying should be out 
lawed.—C. L. Sibley, administra 
tor, The Baptist Hospital, Birming: 
ham, Ala. 


BUY “NIFTIES”, “THRIFTIES”, 
GET A RED WAGON 


IN MY OPINION, the practice of 
giving premiums for institutional 
purchases is pernicious, unethical, 
and borders on dishonesty, because 
of its close affinity to bribery. It 
most commonly is a sales promo- 
tional effort by a second rate com- 
pany in order to sell inferior prod- 
ucts. Therefore, why one of our 
major food distributors should 
adopt such a policy is hard to 
understand. Is the waitress to in- 
form the customer that he must 
eat “nifties” since “thrifties’ do 
not give compacts, or is the dieti- 
tian only to supply “nifties’’ so 
that she eventually may obtain a 
little red wagon? 

While we still are buying from 
this company, the coupons are be- 
ing saved for premiums which can 
be used by the hospital, although a 
review of the premium list will 
show that most are for personal 
appeal rather than for institu- 
tional use. If the company can 
compete with similar distributors 
and continue to give premiums, 
something would appear to be 
wrong with the price structure of 
the industry, and a partial answer 
to the present high cost of food. 

Since discontinuing my own pur- 
chasing, it has been my policy to 
have all advertising material re- 
ceived by the hospital routed over 
my desk so that I can keep abreast 
of new developments in hospital 
supplies or equipment. Practical- 
‘ly the only material filed in the 
waste basket, and not passed on to 
the purchasing agent, is a circular 
listing premiums as an_ induce- 
ment for purchasing. To me that 
is presumptive evidence that some- 
thing in addition to price and 
quality is required to procure sales. 

I have never experienced any 
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Tyrothricin 
“aude able Pf: Ws? a myth of laudable pus has Jong been 


shattered. As science advances, suppuration and the underlying pyogenic infection, exposed as major 





impediments to wound healing, become more amenable to control. 
Now that TYROTHRICIN is available, wound contamination with gram-positive pathogens is still less 
likely to preclude early tissue repair. Streptococci, staphylococci, pneumococci and other gram-positive 


bacteria are inhibited Py this highly potent, topical bactericide. TYROTHRICIN by irrigation, 





instillation and wet packs affords better antibiotic 



















therapy to topical and accessible infection— 
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in contaminated wounds, various types 
of ulcers, abscesses, osteomyelitis, 
and certain infections of eye, 
nasal sinus and pleural cavity. 


ROTHRICIN, Parke, Davis 
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personnel difficulties in regard to 
the giving of premiums, possibly 
because, to me, it is a stop sign— 
not to purchase.—Arden E. Hard- 
grove, superintendent, Norton Me- 
morial Infirmary, Louisville, Ky. 


ONLY PRODUCT COUNTS, 
NOT THE PREMIUM 


THE USE OF PREMIUMS cannot be 
categorically condemned. They are 
offered basically to interest new cus- 
tomers and perhaps even to hold 
old customers. The practice is gen- 
erally regarded as advertising and 


promotional, but it is doubtful 
what advantage there is if the use 
by one company leads others who 
are competitors to do the same. 
Being administrators of institu- 


tions which do not recognize com-, 


petition, we are immune from some 
of the practices that business resorts 
to in order to increase its sales. 
Since our sales—at least of bed ac- 
commodations—are limited to our 
respective size, we are not seeking 
business at the expense of another 
hospital. We are always trying, how- 
ever, to improve the service to our 





Ravenswood Individual Care Aluminum Bassinet 


Greater protection for the infant, new conveniences for the nurse 


© 
Four inches wider inside 
(not outside) than con- 
ventional types 
« 
Transparent Lucite sides 
for draft protection and 
greater visibility 
@ 

Easy to adjust tilting 
bottom for the newborn 
€ 
Convenient drawer holds 
ample sterile supply 




















See June issue 
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Here is a new bassinet designed from the standpoint of those who actually 
work with nursery equipment. The enclosure is integral with the frame, 
providing an approximate increase of four inches to the inside width, yet with 
no increase overall. The height, too, is such that the nurse does not have to 
stoop as she does when working with conventional types. The framework 
is fashioned of one-inch square, anodized aluminum tubing; lightweight, yet 
has the strength of steel. Sides are Lucite—transparent as glass, but with no 
danger of shattering. Aluminum bottom tilts to an angle by means of a friction 
lock, and is well ventilated by perforations. Overall dimensions: width, 18 
inches; length, 30 inches; height, 3814 inches from floor to top of side. Inside 
dimensions of enclosure: 1614 inches wide; 2854 inches long. Steel drawer, 
aluminum finished, measures 1514 inches wide by 1744 inches long by 7 inches 
deep—a sufficient size for holding an ample sterile supply. Bassinet is mounted 
on 3-inch casters—two equipped with brakes. 


21P9271A — Ravenswood Individual Care Aluminum Bassinet, as described, 


without drawer, each...........0. 


eo ecccccvccces 010 010.00 0010 0.00 oo GOMOD 


21P9271B — Same, but with end drawer (end opening), each 
21P9271C — Same, but with center drawer (side opening), each 
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patients. That is our product. To 
see that the patient compliments us 
about his experience in the hospi- 
tal is our job. This is public rela- 
tions at the service level. It speaks 
louder than the printed word; it is 
our reputation in the community. 

In the same way business is seek- 
ing in one way or another an ad- 
vantage over its competitors. But | 
am sure all of us will agree that it 
is not necessary to offer premiums 
to hospitals in order to have them 
buy a particular brand of product. 
The controlling elements covering 
any purchase over a competitor’s 
product should be a comparison of 
quality and price for the same 
quantity. The acceptance of this 
principle should provide any hos- 
pital with the best quality in terms 
of the amount to be spent. 

It is quite clear that in principle 
I do not favor premiums but prefer 
to buy on the merits of the product 
alone—first, because it is the prod- 
uct I want to buy and not the pre- 
mium, and second, because I know 
premiums cost money. This saving 
might better be reflected in a lower 
cost or improved quality of the 
product itself.—Leslie D. Reid, su- 
perintendent, The Presbyterian 
Hospital of the City of Chicago. 


CITES AN EXCEPTION 
TO GENERAL RULE 


OuR DIETITIAN ADVISES me that 
premiums are returning but that 
she does not allow that factor to 
influence her in her buying. As a 
matter of fact, she is presently pur- 
chasing a food product from a con- 
cern giving premiums but would 
do so regardless because she _ be- 
lieves this particular product is 
better than that offered by com- 
petitors. The price is the same, 
therefore the premium in this in- 
stance is, in fact, a reduction in 
price. 

Those who buy for General Hos- 
pital fully realize that gifts, pre- 
miums and entertainment become 
a part of the cost of the product 
and that the buyer pays in the final 
analysis. Accordingly they do not 
accept gratuities in any form and I 
am of the opinion that this is 
standard practice with the major- 
ity of hospital purchasing agents. 

I should think that the only ex- 
ception to my concept that gifts 
and the like become a part of the 
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When a famous brush manufacturer like 
Fuller starts selling paint brushes, that’s 
good news. For one thing, it means 
brushes of pure bristle. Their “flag ends” 
permit paint to be applied with a min- 
imum of brush marks. Also, pockets 
formed by overlapping, “flag end” bristles 
provide a reservoir for the paint...which 
flows evenly onto the surface when the 
brush is flexed. Bristles are resilient and 
spring back with each stroke. Look for 
the Fuller trade mark... it’s your assur- 
ance of a pure bristle brush. 


STUCCO 


VAL SASH 
Bs 
ANGULAR SASH 
F 


LAT VARNISH 
FLAT TRIM : : 
Send for new booklet...it’s chock full of 
helpful brushing tips. Write to... 


7%e FULLER BRUSH 2. | 


Industrial Division, Dept. g4A Hartford 2, Conn. 
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cost of the merchandise would be 
in the case of salesmen who work 
on a commission. The price of the 
merchandise which these men sell 
is fixed by their concerns in com- 
petition with similar vendors; the 
selling cost is a fixed percentage 
of that selling price. Therefore, if 
the salesman wishes to share his 
earnings with the individual buyer 
by gifts or entertainment, I pre- 
sume that is his own personal affair. 

When I was responsible for the 
major part of the buying at Gen- 
eral Hospital I consistently refused 
to be entertained and it is my opin- 
ion that buyers make a mistake in 
accepting gifts and entertainment 
on any other than a personal basis 
based on friendship between in- 
dividuals without thought of busi- 
ness. 

Good merchandise can and 
should be bought and sold on its 
merits.—Carl P. Wright, superin- 
tendent, Syracuse (N. Y.) General 
Hospital. 


QUANTITY DISCOUNTS 
VS. GIFTS, PRIZES 


‘THE ADEQUATE DEFINITION of pre- 
mium purchase suggests its break- 


down into two distinct categories: 

Quantity discounts: This is an ac- 
cepted business practice wherein 
the purchaser is accorded a_pur- 
chase discount that increases in di- 
rect proportion to the quantity of 
merchandise purchased. 

Gifts or prizes: A company that 
finds it necessary to subsidize the 
purchase of its merchandise with 
gifts, in my opinion, casts a reflec- 
tion on the quality of the article 
it is attempting to sell. 

Should the hospital administra- 
tor or purchasing agent be con- 
fronted with this problem he well 
might consider it very carefully. 
Should he place himself in the po- 
sition of accepting gifts during a 
business transaction he not only 
places himself under obligations to 
the seller, but the institution repre- 
sented as well. 

It is well known that the greatest 
majority of the companies in the 
institutional supply field frown 
upon this practice. Should the prac- 
tice develop, some type of blacklist 
within the field might be in order. 
—A. G. Howell, administrator, Rat- 
ford Memorial Hospital, Franklin, 
Va. 


DESCRIBES PRACTICE 
AS PETTY LARCENY 


ANY BUYER — HOSPITAL or other- 
wise—who accepts or solicits gifts, 
presents or premiums of any type 
should know that the institution 
employing him must pay in some 
way for the added cost to the 
vendor or the salesman. 

Further, any purchasing agent 
who accepts anything of value may 
be sure that his employer will suf- 
fer in comparison with other in- 
stitutions that do not permit such 
grafting. When there are bargains 
to be offered with cash discounts 
or for immediate cash, salesmen 
will go to the organization or buyer 
who does not expect to be re- 
warded. 

The tales that salesmen tell of 
buyers who accept very costly gifts 
—even fur coats for dietitians or 
watches for purchasing agents— 
soon reflect against the institutions 
involved among all the sales fra- 
ternity. They soon learn of such 
petty larceny—for such it is when 
the hospital must pay for those 
gifts. They pay not only in higher 
prices but often in inferior mer- 
chandise. 

Many times such practices are 
injustice to salesmen as well who 
must depend for a living upon their 
commissions. If the companies for- 
bid such things to be at their own 
expense, and the salesman must 
pay for them from his own commis- 
sion or lose the business, he often 
sacrifices comforts for himself or 
family in order to buy the favors 
of purchasing agents. 

When a salesman is on a quota 
in his territory or must obtain a 
certain amount of business—new or 
otherwise—in order to hold his job, 
it is very selfish of any hospital em- 
ployee to accept favors at the sales- 
man’s expense. 

Any buyer who takes the time to 
compare prices will find that he or 
his firm is playing a losing game to 
accept premiums of any sort. Every 
board of trustees or manager should 
make it a most strict rule in every 
hospital under penalty of discharge 
that no gifts or premiums, tickets 
to athletic events or other emolu- 
ments may be received by any buyer 
or other employee.—R. D. Brisbane, 
manager, Sutter Hospital, Sacra- 
mento, Calif. 
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Government Methods Scanned in First 


PURCHASING STUDY 





N INSIGHT INTO the realm of gov- 
A ernment purchasing practices 
and procedures was provided in a 
national survey recently conducted 
under the authority of the National 
Institute of Governmental Purchas- 
ing. The survey results, reported at 
the institute’s second annual meet- 
ing in New York City, September 
7-11, showed wide disparity in ac- 
cepted purchasing policies and the 


need for extended studies of some ’ 


of the problems involved. 

The report covers the work of 
many public purchasing agents who 
buy for hospitals, schools and other 
institutions. Purchasing agents for 
22 states were among those who re- 
turned the questionnaires. 

The questionnaire which was the 
basis of the survey included 135 
questions about purchasing by gov- 
ernmental groups. From the facts 
supplied by the 235 public purchas- 
ing agencies that answered may 
come studies which will assist pub- 
lic institutions in problems of pro- 
curement. The report was made by 
David Joseph, C.P.A., special sur- 
vey director. He pointed out some 
of the deficiencies and strong points 
of current practices. 

Common Language: Only 27 per 
cent of the replying buying agencies 
have a standard nomenclature with 
their own using agencies. When 
asked how the agency described 
purchases made otherwise than as 
formal contracts under public let- 
ting, 229 replied as follows: Open 
market, 138; informal bid, 102; in- 
quiries, 60; short form contract, 9; 
other terminologies, 8. Similarly 
there was no uniformity of opinion 
as to what constitutes a late bid. 
Elsewhere where the _ institute 
thought that it had drawn clear 
distinctions these descriptions did 
not convey the same meaning to 
all purchasing agencies. 

The survey group said that the 
variations show: 

1. The divergencies stem in part 
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from the fact that the relationships 
of public purchasing agencies to 
their local departments of govern- 
ment vary widely throughout the 
United States. 

2. Public purchasing agencies op- 
erate under laws, rules and regula- 
tions which are enacted by control- 
ling officials whose philosophies 
differ from community to commu- 
nity. 

On certain fundamental princi- 
ples, however, it was shown that 
public purchasing practices is in 
complete harmony with basic the- 
ory and ideals: Ninety-five per cent 
stated that contract bids are read 
publicly at the time and place of 
opening; 100 per cent tabulate bids; 
77 per cent do not accept late bids 
and 65 per cent do not open late 
bids. 


Public Advertisement: Advertising 
of formal ‘contracts prior to bid 
opening was reported a legal re- 
quirement by 194 of 229 who an- 
swered. There was little agreement 
on the amount of the contract on 
which advertising is required. Arbi- 
trary units of anywhere from $500 
to $2,500 were reported. 

Making Awards: Of 231 agencies 
who replied, 116 reported that the 
council or governing body makes 
the awards. Only in 93 cases did the 
purchasing agent make the awards. 

Bid Deposits: Many of the replies 
indicated that discretion for fixing 
the deposit lies with the purchasing 
agency. Practice varies widely and 
many reported the absence of any 
fixed policy or procedure. 


Retention of Deposits: Usually per- 
formance bonds replace deposits 
but other replies said: No, not on 
small purchases; only occasionally; 
yes and no, use our judgment; yes, 
large contracts; yes, in some in- 
stances. 

Inspection and Testing: Out of 229 
agencies, 102 have centralized in- 
spection of deliveries. In 168 cases 








the purchasing agency is consulted 
about inspection of deliveries. In 
114 Cases tests are made regularly 
of samples representing deliveries 
while in 105 they are not. 

Tie Bids: Where there are tie bids, 
187 of the answering agencies give 
preference to local dealers; anothe1 
136 report split bids. Whatever the 
method, said Mr. Joseph, 32 pei 
cent have invented their own device 
for flipping a coin. 

Discounts: Discounts after the dis- 
count period has expired are taken 
by 47 per cent, but most of those 
that do qualified ‘their “yes” with 
a large variety of explanatory 
reasons. 

Payments: The survey indicated 
that suppliers’ regular terms are 
given scant attention by some pur- 
chasing agencies. ‘There were nu- 
merous evidences of late payment 
of vendors’ bills. 

Simplified Bidding: “Our survey,” 
said Mr. Joseph, “has disclosed a 
definite effort on the part of the 
public purchasing agents to sim- 
plify those practices and procedures 
over which they have control.” It 
was shown that 159 agencies limit 
contract bid proposals to commodi- 
ties that are similar in character 
and ordinarily handled by the trade 
group to which the invitations are 
sent. 

Mr. Joseph concludes: “We find 
wide variations in practices and 
procedures by public purchasing 
agencies throughout the country. It 
is evident, however, that a multi- 
tude of influences must be consid- 
ered. Among these are the differing 
governmental structures at various 
levels of jurisdiction, the unique 
local and historical backgrounds, 
the volumes of goods and services 
purchased, and many other factors 
that affect all public and private 
business. . . . We find, despite all 
these diverse influences, that many 
fundamental public purchasing 
practices are singularly similar, or 
parallel, proving the essential agree- 
ment of public purchasing men on 
the basic elements of sound prac- 
tice. Altogether we feel that the 
survey has brought to light new 
facts that warrant further explora- 
tion and study.” 

Albert Pleydel! is president of the 
National Institute of Governmental 
Purchasing, Maurice G. Postley its 
public relations counsel. 
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‘Personal News 





Dr. Guy W. BruGLeErR, who has 
been assistant director of Univer- 
sity Hospitals, 
Cleveland, since 
1939; was to be- 
come director of 
Children’s Hos- 
pital, Boston, 
and the pro- 
posed $10,000,- 
ooo Children’s 
Medical Center, 
effective Novem- 
ber 1. He suc- 
ceeds Dr. STAN- 
TON GARFIELD, who has been acting 
director of the institution, the na- 
tion’s only general hospital for 
children. 

Dr. Brugler, who was on leave 
of absence from University Hospi- 
tals during World War II, was with 
the 4th General Hospital in. Aus- 
tralia and New Guinea for two 
years with the rank of lieutenant 
colonel. Subsequently, he was exec- 
utive officer at the Woodrow Wil- 
son General Hospital, Staunton, 
Va., and served with the War De- 
partment special staff in Washing- 
ton, D.C. 


Dr. Rosin C. BuERKI, director of 
the Hospital and dean of the Grad- 
uate School of Medicine of the 
University of Pennsylvania, Phila- 
delphia, has been appointed a 
member of the medical advisory 
board to the board of trustees, 
United Mine Workers Welfare and 
Retirement Fund. Dr. R. R. SAYERs 
is chairman of the medical advisory 
board. Other members are Dr. 
Puitip E. BLAckersy, Kentucky 
State Health Office; Dr. MAurRIcr 
C. Pincorrs, University of Mary- 
land School of Medicine; Dr. A. J. 
LANZA, associate medical director, 
Metropolitan Life Insurance Com- 
pany; Dr. EuGENE L. BisHop, medi- 
cal director, Tennessee Valley Au- 
thority; and Dr. Cart PETERSON, 
secretary, Industrial Health Coun- 
cil, American Medical Association. 

CLypE L. REYNOLDs, who was 
business administrator of Provi- 
dent Hospital, Chicago, was recent- 
ly appointed to the newly created 
position of executive director of 
the hospital. Dr. Count J. TEFF- 
NER, president of the hospital 








staff, will temporarily fill a second 
new post as director of medical 
affairs, 
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Dr. Harry C. SMITH is now direc- 
tor of Elliot Hospital, Manchester, 
N.- H., having succeeded Mrs. 
ELIzABETH McKay, who resigned. 
Prior to entering service, Dr. Smith 
was administrator of Memorial 
Hospital, Manchester, Conn., and 
since his discharge he has been su- 
perintendent of the Frisbie Me- 
morial Hospital, Rochester, N. H. 


STANLEY M. Witsey has resigned 
as administrator of the Rockford 
(Ill.) Memorial Hospital to accept 
the position of director of insti- 
tutes for the Sister Elizabeth Kenny 
Foundation, Minneapolis. He will 
supervise the Elizabeth Kenny In- 
stitute, Minneapolis, the Elizabeth 
Kenny Clinic at Centralia, Illinois, 
and the Elizabeth Kenny Outpa- 
tient Clinic at Buffalo, N. Y. 


L. WILLIAM Coon will succeed 
E. ELwin GLOVER as superintend- 
ent of the Brooks Memorial Hos- 
pital, Dunkirk, N. Y. Mr. Coon 
formerly held the position of super- 
intendent of Memorial Hospital, 
Wellsville, N. Y. 


WILLIAM BENJAMIN SEYMOUR has 
succeeded Dr. Rosert H. BisHop 
JR. as director of 
University Hos- 
pitals, Cleve- 
land. Mr. Sey- 
mour, who 
received his 
medical degree 
from the West- 
ern Reserve 
University 
School of Medi- 
cine, served his 
internship at the 
New Haven (Conn.) 


Hospital. 
Since 1937 he has been connected 


with the University Hospitals, 
Cleveland, serving as assistant resi- 
dent in medicine, chief resident in 
medicine, and since 1942 as assist- 
ant medical director. He has also 
been demonstrator, teaching fel- 
low, instructor and senior instruc- 
tor at the Western Reserve Univer- 
sity since 1937. 


ARTHUR FEIGENBAUM has_ been 
advanced from the position of act- 
ing superintendent to superintend- 
ent of the Jewish Sanitarium and 
Hospital for Chronic Diseases, 
Brooklyn. 





Dr. Davip H. Ross has resigned 
as assistant director of the Mount 
Sinai Hospital 
to accept a po- 
sition as direc- 
tor of the Jew- 
ish Hospital, 
Cincinnati, 
Ohio. Dr. Ross, 
who has been as- 
sistant director 
of Mount Sinai 
since 1941, will 
succeed VAN C. 
ApAMS, who re- 
signed effective December 1. Mr. 
Adams, who has been superintend- 
ent for the past seven years, was 
connected with the Springfield 
(Ohio) _ City Hospital for four 
years and with the Kahler Corpo- 
ration, Rochester, Minn., for 12 
years. 

Dr. Ross, after receiving the de- 
gree of Master in Public Health at 
Harvard, was assistant district 
health officer, New York State De- 
partment of Health, Buffalo. He is 
a member of the American College 
of Hospital Administrators and the 
American Hospital Association. 





GLEN E. CLAsen, comptroller of 
the State University of Iowa Hos- 
pitals, lowa City, was promoted to 
the position of assistant superin- 
tendent. 

Prior to the war Mr. Clasen 
spent 10 years in various admin- 
istrative capacities at the Univer- 
sity Hospitals, Cleveland. He left 
the position of assistant director of 
administration there to enter the 
U.S. Navy in 1944 as a lieutenant 
in the supply corps. After his re- 
lease in 1946 he served as a con- 
sultant in a study of the Cleveland 
Hospital Service Association; later 
he accepted a position as hospital 
consultant on the staff of James A. 
Hamilton and Associates. 


Major GALE H. Rice, recently 
released from the medical adminis- 
trative corps of the U. S. Army, has 
been appointed superintendent of 
the Roslyn (N. Y.) Hospital. For 
16 years prior to entering the army, 
he was comptroller of the Nassau 
Hospital, Mineola, N. Y. 


Josep W. . Erickson, formerly 
administrator of the Western Clin- 
ic-Hospital, Midland, Texas, is the 
new administrator of Sanford Hos- 
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pital, Perryton, Texas. Mr. Erick- 
son, who has had 12 years’ experi- 
ence in the hospital field, is presi- 
dent-elect of the Northwest Texas 
Hospital Association, chairman of 
the council on administrative prac- 
tice for the Texas Hospital Asso- 
ciation, and a member of the 


American Hospital Association. 


ETHEL E. WILSON, assistant su- 
perintendent of the Syracuse (N. 
Y.) General Hospital, was honored 
at a reception on September 11, 
her twenty-fifth anniversary with 
the hospital. She was presented 
with a chest of sterling silver and 
a check for $115 to purchase the 
odd pieces of silver not now avail- 
able. 


THEODORE A. Bravos has been 
appointed as assistant administra- 
tive superintendent of Community 
Hospital, San Mateo, Calif. Mr. 
Bravos, a graduate of Stanford 
University, served in the Army and 
formerly held the position of as- 
sistant director of personnel for 
San Mateo County. 


Rev. Harotp W. MOou#ter has 
resigned as superintendent of the 
Methodist Hospital, Ft. Wayne, 
Ind., to return to the pastorate as 
minister of the Washington Meth- 
odist Church, Indianapolis. 


CHARLES H. SILVER, vice _presi- 
dent of the Alfred E. Smith Me- 
morial Founda- 
tion and an ov- 
erseer of the 
Jewish Theolog- 
ical Seminary, 
was elected 
president of the 
Beth Israel Hos- 
pital, New York 
City, on Septem- 
ber 22. Mr. Sil- 
ver, who has 
been serving as 
president since the death of Davin 
L. PopELL, has been active in the 
affairs of the hospital for over 25 
years as a trustee and as chairman 
of the executive committee. He is 
an industrial executive and has 
been associated with many social 
and philanthropic organizations of 
all races and creeds for many years. 

Other Beth Israel officers are 
SAMUEL HAUSMAN, executive vice 
president; NATHAN D. PERLMAN, 
Kart Rospsins and ABRAHAM 
KASNE, vice presidents; HENRY 
HoMEs, treasurer; and SEYMouR J. 
PHILLIPS, secretary. 
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WILLIAM HarDING JACKSON, pres- 
ident of the Society of the New 
York Hospital 
and chairman of 
the current cam- 
paign of the 
United Hospital 
Fund, has been 
elected chair- 
man of the Hos- 
pital Council of 
Greater New 
York. Mr. Jack- 
son succeeded 
Epwin A. SALM- 

ON, director of the New York Uni- 
versity-Bellevue Medical Center, 
who retired. 

VeRY Rev. Mscr. JOHN J. BING- 
HAM, director, division of health, 
Catholic Charities, Archdiocese of 
New York; NorMAN_ S. GOETz, 
president of Federation of Jewish 
Philanthropies; and Joun H. 
Hayes, director of Lenox Hill Hos- 
pital and immediate past president 
of the American Hospital Associa- 
tion, were elected vice chairmen. 

Mrs. ApRIAN VAN SINDEREN was 
elected treasurer. Dr. JOHN B. Pas- 
TORE is executive director. 


Dr. FREDERICK W. Hype Jr., 
chief resident and director of the 
outpatient department of Grace 
Hospital, Detroit, has been given 
the title of an assistant director of 
the hospital in charge of these ac- 
tivities. Dr. FRANK A. WEISER, edu- 
cational and research director, has 
been given the rank of an assistant 
director of the hospital. 


PEARL SOFHAY has been appoint- 
ed occupational therapist, Beth 
Abraham Home for Incurables, 
Bronx, N.Y. Miss Sofhay, who is 
a graduate of Columbia Univer- 
sity School of Occupational Ther- 
apy and is registered with the 
American Occupational Therapy 
Association, has been associated 
with Rhodes General Hospital, 
Utica, N.Y., Mason General Hos- 
pital, Brentwood, L.I., and the 
Newington (Conn.) Veterans Ad- 
ministration Hosvital. BEATRICE 
SIVAKOFF, who is a graduate of 
Hunter College, has been appoint- 
ed supervisor of the physical ther- 
apy department. She completed her 
training at Ashford General Hos- 
pital, White Sulphur Springs, W. 
Va., in February 1946, at which 
time she received her registration. 


Dr. JAMES E. PERKINS, deputy 
commissioner of the New York 
State Department of Health, has 
been appointed managing director 
of the National Tuberculosis Asso- 


ciation. He will succeed Dr. Ken- 
DALL EMERSON, whose resignation 
becomes effective January 1. 

Dr. Perkins, who received his 
medical degree from the University 
of Minnesota in 1930, took special 
courses in public health at Johns 
Hopkins University and _ received 
the degree of Doctor of Public 
Health in 1933. In 1934 he joined 
the staff of the New York State 
Department of Health as an epi- 
demiologist; he was made directo1 
of the divisior, of communicable 
disease in 1938, and last year was 
appointed deputy commissioner ol 
the State Health Department. Dr. 
Perkins, a senior surgeon with the 
rank of lieutenant colonel, U.S. 
Public Health Service Reserve, was 
assigned in 1945 to the Italian 
Medical Nutrition Mission as co- 
director. 


Mrs. Lucite F. PALMER has been 
appointed social service director of 
the Newton-Wellesley Hospital, 
Newton Lower Falls, Mass. Mrs. 
Palmer, formerly with the social 
service department of the Boston 
Dispensary, succeeds ELIZABETH F. 
WHEELER, who retired after more 
than 20 years of service. 


Deaths 


Dr. WARREN P. MorriLt, direc- 
tor of research, American Hospital 
Association, died on September 28 
(see News section of this issue). 


Dr. EMANUEL GIppINGs, medical 
superintendent of Kings County 
Hospital, Brooklyn, for the last 10 
years and a veteran of 36 years of 
service in New York’s municipal 
hospitals, died on September 25, in 
his living quarters at the hospital. 
Besides being an authority on hos- 
pital administration and the auth- 
or of many articles in the leading 
hospital journals, he had a dis- 
tinguished military career. He saw 
service with the U.S. Army in the 
two World Wars and the Mexican 
border campaign. 

Dr. Giddings was a fellow of the 
American College of Hospital Ad- 
ministrators and a member of the 
New York State Hospital Associa- 
tion, the American Hospital Asso- 
ciation, the Association of Military 
Surgeons, the Medical Society of 
the County of New York, and a 
member of the committee on in- 
ternship and residencies for the 
Academy of Medicine. 
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Party Line on Health 


For anyone who has trouble following the line that 
separates socialized from non-socialized health legisla- 
tion, there appears to be one identification badge that 
never fails. This is a parcel of fine print, somewhere in 
the bill, in which the authority granted to advisory 
agencies is spelled out. 

If it says in the fine print that an advisory agency has 
power to veto an appointed government administra- 
tor, the bill is not acceptable to proponents of social- 
ized health services. In terms of current legislation this 
means proponents of compulsory health insurance. 

Through several tomes of testimony and debate on 
the Hill-Burton Act it was on this point that verbal 
battles were fought all the way. A similar series of 
skirmishes may be expected when Congress meets again 
and starts in earnest to choose between a compulsory 
health insurance bill (S.1320) and the ‘Taft National 
Health Service Bill (S.545). 

A review of the Hill-Burton Act’s progress before its 
narrow escape from a presidential veto is revealing. 

Committees: When this measure was before the 
Senate subcommittee a representative of the Social Se- 
curity Board appeared and argued at length against a 
provision that the Federal Hospital Council could veto 
certain decisions by the surgeon general of the U. S. 
Public Health Service. His argument was that a strong 
advisory council could only disrupt the line of author- 
ity from surgeon general to federal security administra- 
tor to the President. The subcommittee apparently 
was unmoved, for Senator Murray put in an appear- 
ance and argued the same point. But the subcommittee 
was still unmoved and its report favored a strong Fed- 
eral Hospital Council. Apparently the full Senate Com- 
mittee on Education and Labor listened to this same 
argument. Its report, favoring a strong council con- 
tained a personal reservation by Senator Murray. 

Senate Floor: On the.Senate floor Mr. Murray was 
ready with an amendment that would have taken away 
the council’s powers. During debate Senator Taft 
pointed out that this issue had been thoroughly dis- 
cussed in subcommittee, and in the end Senator Mur- 
ray’s amendment was rejected by the Senate. 

House Floor: Here the advocates of bureaucratic 
control, unlimited, came back with a whole new bill. 


‘It was sponsored by the Truman administration, and 


it would have reduced the council’s authority. At this 
point the Hill-Burton Bill underwent some minor 
changes, but the council survived intact. 

White House: Few bills are signed by any President 
with such great reluctance. In putting his signature to 
the Hill-Burton Bill, President Truman said in part: 
“The bill contains a provision that sets up a council 
composed of individuals who are not fulltime officials 
of the government and authorizes this council, not 
only to advise the surgeon general, but to exercise a 
veto power over certain of his actions .... I consider 
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that such power . . . . constitutes a potentially danger- 
ous precedent.” 

It was no accident, of course, that Congress steadfast- 
ly supported a grant-in-aid program that would not be 
wholly controlled by government employees. Senator 
Taft announced early that he hoped Congress would 
use this occasion to put a model act on the books. He 
wanted to establish the principle of extending federal 
financial help for, without federal domination of, local 
programs. 


Interpretation: Although beaten in Congress, the 
government employees were by no’ means ready to 
surrender. The Hill-Burton Act as passed did not 
specify what powers should rest with state advisory 
boards. This specification was omitted intentionally. 
It was thought that each state government should de- 
cide for itself whether to have a strong or weak advis- 
ory agency. But the intentional grant of freedom to 
states turned out to be a loophole. The act was subject 
to interpretation by the Social Security Agency’s legal 
department, and here was a chance to salvage a little 
of the bureaucratic prerogative that had been lost in 
Congress. The legal department has ruled that in- 
dividual states may not: choose between strong and 
weak advisory councils, but must make them all weak. 


And Now Research: About a year after President 
Truman signed the Hill-Burton Act reluctantly, a bill 
that would have created the National Science Founda- 
tion was laid on his desk. The policies of this founda- 
tion were to be guided by a council of 24 notable scien- 
tists. Everybody was in favor of a science foundation, 
including the administration. But Mr. Truman vetoed 
the bill that would have created it, and for the same 
reason: A group of persons who were not fulltime gov- 
ernment employees would have authority in some meas- 
ure to determine policy. 


Performance: The Federal Hospital Council, veto 
powers and all, has been in operation now for more 
than a year. The law gave it six months to help the 
surgeon general prepare and issue a massive set of 
regulations. This was a critical assignment, for the 
pattern was being set for an unprecedented operation. 
Many controversial points had to be settled, but the 
job was done on time. In the following news columns, 
there is evidence aplenty that the whole program is 
moving forward. Far from being hampered by the 
strong Federal Hospital Council’s strength, Surgeon 
General Thomas Parran has found it amenable to lead- 
ership—and has found it useful in settling several issues 
that would have been difficult to handle alone. 

In short, the predicted catastrophe that would re- 
sult if an advisory agency were fitted into the lines of 
administrative authority has failed to develop. This 
will convince everyone except the advocates of com- 
pulsory health insurance, who will be back at the old 
stand when Congress reconvenes November 
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Hospital on the Chattahoochee 


One day about 70 years ago, a 
young poet named Sidney Lanier 
stood on the bank of a river along 
the Georgia-Alabama border and 
got the inspiration for his famous 
“Song of the Chattahoochee.” Late 
last month, the Chattahoochee 
again came into the public eye, this 
time not as an inspiration for poets 
but as the site for the first hospital 
to be approved for construction 
under the Hill-Burton Act. 

The town is Langdale, a small 
(1,800) textile community serving 
the county’s rural and industrial 
population of 37,777. The non- 
profit facility, known as Chatta- 
hoochee Valley Hospital, will con- 
tain 82 beds, an outpatient clinic 
and a public health center. 

Up to this point, the hospital 
survey and construction program 
had been a matter of getting ready. 
States were busy meeting the legal 
requirements of the act and con- 
ducting their surveys. ‘The Hospital 
Facilities Division of the U. S. Pub- 
lic Health Service and its district 
offices were doing the necessary 
paper work. Finally, in June, state 
plans began coming in. 

So all this work took on a new 
perspective late last month when 
Surgeon General Thomas Parran 
signed the project application for 
the first hospital to be approved 
under the program. Before that, 
the Hospital Survey and Construc- 
tion Act had been all survey. Now, 


at last, there will be some construc- 
tion. 

Fittingly, the first approved ap- 
plication was from the home state 
of Senator Lister Hill, cosponsor 
of the act which made it possible. 
When contacted in Alabama, Sena- 
tor Hill said, “I feel a deep sense of 
personal pride and_ gratification 
that the very first hospital in the 
nation approved under the Hospi- 
tal Survey and Construction Act, 
which I had the great pleasure of 
sponsoring, will be constructed in 
my own state of Alabama.” 

He termed approval of the Chat- 
tahoochee Valley Hospital “signifi- 
cant not only because it is the first 
hospital to be built under the Hos- 
pital Survey and Construction Act 
but it marks the beginning of a 
nationwide attack upon disease and 
suffering by making possible the 
construction of adequate hospitals, 
clinics and public health centers 
throughout the nation.” 

Costs: Total estimated cost of the 
project is $1,663,287.58, of which 
$552,633.33 will be furnished by the 
government. After about five years 
of fund raising the Chattahoochee 
Valley Hospital Society, headed by 
J. M. Johnson of Langdale, has on 
hand $267,767.04 in cash. Negoti- 
able and non-negotiable securities, 
purchased and donated to the so- 
ciety over the years, total an addi- 
tional $625,281.25. Pledges, mostly 
by industries in the county, add up 


THE FIRST application for funds for hospital construction to be approved under terms of 
the Hill-Burton Act was for the proposed Chattahoochee Valley Hospital Society, Alabama. 
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to $212,218.38 more. These re- 
sources, with the $5,387.58 site, 
make a total of $1,110,654.25—the 
applicant’s share of the costs. H. F. 
Singleton, hospital planning ad- 
ministrator of the Alabama Depart- 
ment of Public Health, estimates 
that about go per cent of the local 
funds were donated by the indus- 
tries located in the Chattahoochee 
Valley. 

The construction contract itself 
will be for about.$1,400,000. Equip- 
ment, site survey, soil investigation, 
architects’ fees, supervision and in- 
spection at the site and employment 
of a hospital consultant will cost an 
estimated $257,900 more. The gov- 
ernment may participate in all costs 
except the $5,387.58 for acquisition 
of the site. 

This voluntary nonprofit hospi- 
tal expects to spend $286,500 its 
first year — $66,550 more than its 
anticipated income. The second 
year’s operation and maintenance 
expenses should be about $260,500 
—$30,500 more than expected sec- 
ond-year income. ‘These deficits 
will, according to plans, be sub- 
scribed by the community. 

About g,ooo industrial. workers 
in the valley are covered by a hos- 
pitalization plan in conjunction 
with the various industrial plants. 
Community leaders plan to extend 
this coverage to include the work- 
ers’ families, which should total 
about 30,000 people. The new hos- 
pital has the total support of the 
industrial operators in the com- 
munity. 

Situated on a 23-acre tract over- 
looking Poet Lanier’s Chattahoo- 
chee River, the facility’s services 
will include obstetrics, medical and 
surgical care, a deep-therapy x-ray 
unit, a complete laboratory and a 
morgue. 


Facilities: Langdale is located in 
Chambers County, population 37,- 
777. This county has two existing 
general facilities — 32-bed Wheeler 
Hospital at LaFayette (proprietary) 
and 21-bed Langdale Hospital at 
Langdale (nonprofit) . This facility 
has been declared a fire hazard so 
the county’s only acceptable gen- 
eral hospital beds are the g2 at La- 
Fayette. The Alabama state plan, 
however, calls for 151 beds in 
Chambers County, which means the 
county is to provide, eventually 119 
more beds. ‘The 82-bed Chattahoo- 
chee Valley facility will be built to 
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16mm. camera that meets professional 
standards ...CINE-KODAK SPECIAL 


ke is making more Ciné-Kodak Special Cameras today than 


ever before. We wish, as you do, that our production could match 
strides with the demand. But the importance of this fine camera to the 
growing fields of medical, technical, and educational movies has over- 
taxed the output facilities for a product that permits no short cuts. 
Complementing the Ciné-Kodak Special, are Kodascope Projectors, 
films, and accessories of comparable quality. Another example of how, 
in all phases of photography and radiography, Kodak provides versa- 
tile basic items and essential secondary products that meet the same 
standards, and thus assure best possible results. ... Eastman Kodak 
Company, Medical Division, Rochester 4, N. Y. 


Serving medical progress through Photography and Radiography 
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Major Kodak products for 


the medical profession 


X-ray films; x-ray intensifying screens; 
x-ray processing chemicals; cardio- 
graphic film and paper; cameras— 
still and motion picture; projectors— 
still and motion picture; photographic 
films—color and black-and-white (in- 
cludinginfrared) ; photographic papers; 
photographic processing chemicals; 
synthetic organic chemicals; 
Recordak products. __, 


y 








- - SURVEY, PLANNING: - 








and Construction Act, said: 


of Alabama. 


legislation. 


centers throughout the nation.” 





FROM SENATOR HILL 


In a statement to HosprrAts commenting on approval of the first hospital con- 
struction, Lister Hill, senator from Alabama and co-sponsor of the Hospital Survey 


“I feel a deep sense of personal pride and gratification that the very first 
hospital in the nation approved under the Hospital Survey and Construction Act, 
which I had the great pleasure of sponsoring, will be constructed in my own state 


“J join with you in congratulating the people of Langdale and Chambers 
county who, acting through their nonprofit organization the Chattahoochee Valley 
Hospital Society, have availed themselves of the inspiration and financial aid which 
the act provides. Once again Alabama has set the pace in the field of health. 

“The people of Alabama by this accomplishment have demonstrated that they 
approve and actively support the objective of helping to bring hospital and health 
facilities within the reach of all the people, an objective for which the American 
Hospital Association and many of us worked so hard to attain through this 


“Approval of the Chattahoochee Valley Hospital is significant not only because 
it is the first hospital to be built under the Hospital Survey and Construction Act 
but it marks the beginning of a nation wide attack upon disease and suffering by 
making possible the construction of adequate hospitals, clinics and public health 








permit later additions of 68 more 
beds if necessary. 

The Chattahoochee Valley Hos- 
pital will have beds for colored pa- 
tients to meet the nondiscrimina- 
tion requirements of the Hospital 
Survey and Construction Act. 

The local organization planned 
to let the construction contract al- 
most immediately after approval of 
the application. Actual construc- 
tion is expected to take about a 
year. 


State Aid: When the project is 
25 per cent completed, like all hos- 
pitals built in this program, it will 
receive its initial federal funds after 
inspection by state authorities. 

Although the Alabama legisla- 
ture recently passed a conditional 
grant-in-aid bill to match federal 
funds to the extent of three million 
dollars a year for the next two years, 
the Chattahoochee Valley Hospital 
will not receive any state money. 
But Mr. Singleton expects the bill 
to stimulate additional applications 
and feels that the quantity will be 
sufficient to absorb all the federal 
funds allocated to Alabama. 

The state aid appropriation is 
based upon the condition that a 
surplus exists in the general funds 
of the state treasury. Gov. James 
E. Folsom has indicated that some 
state funds for this purpose will be 
available in the near future. 

In all, Alabama has 59 non-ac- 
ceptable general hospital installa- 
tions, a total of 1,508 non-accept- 
able general beds. Thirty-four of 
these installations are termed in- 
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adequate in size (under 20 beds), 
nine are of obsolete construction, 14 
are fire hazards, one is inaccessible 
to the population and another is 
using space intended for other bad- 
ly-needed facilities. 

The total acceptable general hos- 





Status of State Plans 
Under Hospital Survey and Construction Act 
(as of October 15, 1947) 
Approved 
State Date approved 


Alabama Oct:3 
Illinois Aug. 8 
Indiana July | 
Kentucky Sept. 12 
Mississippi July | 
New Mexico Sept. 24 
North Carolina July 8 
Oklahoma July 23 
Tennessee Oct. | 
Texas Oct. 7 
Utah Oct. 2 
Washington Sept. 9 


Allotment 
$ 2,887,725 
2,770,725 
1,727,625 
2,589,000 
2,403,300 
457,425 
3,431,550 
1,640,175 
2,673,000 
4,840,125 
365,100 
512,100 


$26,297,850 


Plans in Washington awaiting action 
State Date received Allotment 


Idaho Oct. 10 $ 293,400 
Maryland Oct. 6 870,300 
North Dakota Oct. 10 308,325 
Pennsylvania Oct. 9 4,550,700 
South Carolina Oct. 6 1,976,250 
West Virginia Oct. 6 1,555,350 


$9,554,325 


Plans in District Offices 
State Date received 


Arkansas Sept. 30 
Colorado Sept. 15 
Florida Sept. 22 
Georgia Oct. 6 
Louisiana Oct. 9 


Allotment 

$ 1,968,075 
657,150 
1,461,375 
2,978,400 
2,156,475 


$ 9,221,475 
Total $45,073,650 


pital beds in the state are but 4,804 
—7,473 below the 12,277 called for 
in the state plan. 

While the Chattahoochee Valley 
Hospital was the first to be ap- 
proved, other project applications 
have been coming in. By mid-Oc- 
tober, parts of 21 applications were 
in Washington. Chattahoochee Val- 
ley was the only complete applica- 
tion. 

Other Applications: Mississippi 
and Oklahoma, two of the earlier 
states to receive state plan approval, 
each have submitted parts of six 
project applications. Illinois has 
submitted five, Kentucky three and 
Alabama one. Two of Illinois’ ap- 
plications are for the same city— 
Mt. Vernon. One of these is for the 
100-bed Good Samaritan Hospital, 
the other is for the Mt. Vernon 
Tuberculosis Sanatorium. Part I of 
the Good Samaritan application has 
received Washington’s approval. 

The accumulative cost of these 
21 proposed projects is $11,037,- 
g51.58. The federal share would 
amount to $3,640,168.60. 


Plans: State plans, meanwhile, 
have been coming into Washington 
regularly. By mid-October, a dozen 
slans had been approved, those of 
Alabama, Illinois, Indiana, Ken- 
tucky, Mississippi, New Mexico, 
North Carolina, Oklahoma, Ten- 
nessee, Texas, Utah and the state 
of Washington. Six more plans were 
in Washington awaiting action. 
These were Idaho, Maryland, North 
Dakota, Pennsylvania, South Caro- 
lina and West Virginia. 

District offices had plans for Ar- 
kansas, Colorado, Florida, Georgia 
and Louisiana. 

Total allotments of approved 
plans were $26,297,850. Those in 
Washington awaiting action total 
$9,554,325, while the ones in dis- 
trict offices add up to $9,221,475. 
These allotments total $45,073,650. 


Pamphlet Requests 


Requests for the four new 
pamphlets on the Hospital Survey 
and Construction Program that 
have been received at the Bacon 
library have been forwarded to 
Washington. (Announcement was 
made in Hospirats, October, page 
118.) Persons interested in getting 
the pamphlets should address the 
Hospital Facilities Section, U. S. 
Public Health Service, Washing- 
ton 25, D. C. 
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Administration Construction Plans 


The Army Corps of Engineers 
last month was preparing to adver- 
tise for construction bids on 17 
more veterans’ hospitals. Plans and 
specifications for these proposed 
structures are being revised to com- 
ply with Veterans’ Administrator 
Omar N. Bradley’s orders to lower 
construction costs. 

The new hospitals, all general 
medical and surgical installations, 
will be built at Shreveport, La., 450 
beds; Buffalo, 1,000 beds; Grand 
Island, Neb., 200 beds; Albany, 
N. Y., 1,000 beds; Altoona, Pa., 200 
beds; Beckley, W. Va., 200 beds; Big 
Spring, Texas, 250 beds; Clarks- 
burg, W. Va., 200 beds; Erie, Pa., 
200 beds; Ft. Wayne, Ind., 200 beds; 
Iron Mountain, Mich., 200 beds; 
Little Rock, Ark., 500 beds; New- 
ark, N. J., 1,000 beds; Omaha, 500 
beds; Poplar Bluff, Mo., 200 beds; 
Wilkes-Barre, Pa., 475 beds, and 
Wilmington, Del., 300 beds. 

Redesign: Thirty-seven other hos- 
pitals are being completely rede- 
signed. These are at Americus, Ga.; 
Baltimore; Birmingham, Ala.; Bon- 
ham, Texas; Charlotte, N. C.; Chat- 
tanooga, Tenn.; Cincinnati; Dallas; 
Decatur, Ill.; Duluth, Minn.; Dur- 
ham, N. C.; El Paso, Texas; Gaines- 
ville, Fla.; Grand Rapids, Mich.; 
Greenville, S. C.; Harrisburg, Pa.; 
Houston; Iowa City; Kansas City, 
Mo.; Klamath Falls, Ore.; Louis- 
ville, Ky.; Madison, Wis.; Manches- 
ter, N. H.; Miles City, Mont.; 
Mound Bayou, Miss.; New Orleans; 
Norman, Okla.; Philadelphia; Pitts- 
burgh; Phoenix, Ariz.; Salisbury, 
N. C.; Salt Lake City; Seattle; St. 
Louis; Tallahassee, Fla.; Tupelo, 
Miss., and West Haven, Conn. 

The Corps of Engineers has 
opened renegotiations for an entire- 
ly new design for a 500-bed addition 
at Jefferson Barracks, Mo. New lim- 
itations are being applied to the de- 
signs for hospitals at Detroit, Bos- 
ton, Toledo, Pittsburgh (neuropsy- 
chiatric) and Spokane, Wash. 

Because of site difficulties, work 
has been suspended on designs for 
hospitals at Washington, D. C. 
(Hospirats, October, page 124), 
New York City and Syracuse, N. Y. 

Contracts: Partial construction 
contracts have been let on 1,000-bed 
general medical and surgical hos- 
pitals at Albany and Buffalo. Com- 
plete contracts have been let for the 
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1,000-bed general hospital at Ft. 
Hamilton, N. Y., and the 250-bed 
general facility at Fresno, Calif. 

Schedule: The 418-bed general 
hospital at Providence, R. I., is ex- 
pected to be completed by March 
10, 1948. The 150-bed general hos- 
pital at Grand Junction, Colo., 
should be finished by November 13, 
1948, and the 300-bed general hos- 
pital at Sioux Falls, S. D., will be 
completed the same month. 

The Fresno project should be 
completed in February 1949. The 
50-bed general hospital at Minot, 
N. D., should be finished in June 
1949. The 1,984-bed neuropsychia- 
tric hospital at Peekskill, N. Y., and 
the Fort Hamilton project should 
be finished in August 1949. 


Reassignment 


Paul B. Magnuson, M.D., former 
acting chief of the administration’s 
research and education service, has 
been appointed acting chief of vet- 
erans’ professional services. 

Dr. Magnuson was a professor of 
surgery and chairman of the de- 
partment of bone and joint surgery 
at Northwestern University Medical 
School. He is on leave from North- 
western and from his duties as at- 
tending surgeon at Passavant Me- 
morial Hospital and senior consult- 
ing orthopedic surgeon at Wesley 
Memorial Hospital, both in Chi- 
cago. 


‘ 





PROSTHETICS 
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A NEWLY developed artificial foot, 
on display at the Veterans Adminis- 
tration prosthetic appliance service, 
is shown to James Wilson (right), a 
quadruple amputee, by Walter Bura, 
the director of the prosthetic service. 











Edward H. Cushing, M.D., for- 
mer chief of the education division, 
has succeeded Dr. Magnuson as 
chief of the research and education 
service. He is a former associate 
clinical professor of medicine at 
Western Reserve University, Cleve- 
land. 


Two Research Projects 


Two research programs, one lim- 
ited and one intensive, will begin 
soon in veterans’ hospitals. 

Under the direction of George 
M. Lyon, M.D., chief of the ad- 
ministration’s radio-isotope section, 
a limited research program into the 
use of radioactive isotopes for diag- 
nosing and treating certain types of 
diseases will be conducted at six 
hospitals. 

For the radio-isotope research, Dr. 
Lyon has selected agency hospitals 
at Framingham, Mass.; Bronx, N. 
Y.; Cleveland; Chicago; Minneapo- 
lis and Los Angeles. Dr. Lyon said 
he hopes to extend the program to 
six other hospitals within the next 
year or two. 

A Central Advisory Committee 
on Radio-Isotopes has been ap- 
pointed to advise the administra- 
tion on policy and planning in the 
research program. At each hospital, 
the program will be under the gen- 
eral supervision of a committee on 
radio-isotopes that will be com- 
posed of prominent scientists from 
nearby universities participating in 
the veterans’ medical program. 
These committees will be subcom- 
mittees of the local deans’ commit- 
tees. 


Heart Program: At Mt. Alto Hos- 
pital in Washington, D. C., the ad- 
ministration is beginning an inten- 
sive research program into heart 
disease, which claims the lives of 
more veterans than any other ill- 
ness. 

George P. Robb, M.D., consult- 
ant in cardiology to the Secretary 
of National Defense, developed and 
will supervise the heart disease re- 
search program. 

The center will have eight major 
functions: Treatment, clinical re- 
search, cardiovascular roentgenog- 
raphy, cardiac catheterization and 
hemodynamics, _ electrocardiogra- 
phy, pathology, statistical research 
and postgraduate teaching. The 
hospital will serve as a training cen- 
ter for administration doctors by 
providing postgraduate study and 
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resident training for certification by 
the American Board of Internal 
Medicine. 


Prosthetic School 


Last month, the first class for the 
administration’s prosthetic device 
representatives was begun in Wash- 
ington. During the 17-day course 
students will learn the latest de- 
velopments and improvements in 
the prosthetic field. These em- 
ployees, all amputees themselves, 
aid disabled veterans in selecting 
and fitting artificial arms, legs, plas- 
tic eyes and other devices. 

Two other classes will be held. 
The next is tentatively set for mid- 
January. 


X-Ray Collection 

More than 53 million chest x-ray 
films of World War II veterans 
have been turned over to the ad- 
ministration by the Army. The 
films include pictures made of each 
soldier at the time of his induction 
and separation. Besides these tuber- 
culosis x-rays, the administration 
also has a file of pictures made of 
its patients and many of its em- 
ployees. The collection is the larg- 
est single group of x-ray films in the 
world. 

Tne Navy will keep chest x-ray 
films made of Navy and Marine 
Corps personnel, and the U. S. 
Public Health Service will retain 
Coast Guard x-rays. 

To aid in its study of the x-ray 
films, the administration has estab- 
lished a central case register of all 
World War II veterans who were 
discharged from the armed forces 
because of tuberculosis. This en- 
ables outpatient tuberculosis clinics 
of regional offices to keep in close 
touch with each veteran who con- 
tracted the disease while in service. 

Of 30,900 of these cases now on 
file, about 23,000 veterans are draw- 
ing compensation for service-con- 
nected tuberculosis. 


Home Nursing 


In an attempt to improve com- 
munity and home nursing care for 
disabled veterans after their dis- 
charge from hospitals, the adminis- 
tration has appointed Ruth Ad- 
dams, New York public health 
nurse, to the Washington central 
office as a specialist in community 
nursing. 

A veteran of World War I, Miss 
Addams will work with the Red 
Cross and other local groups. She 
majored in public health nursing 
at the University of Pennsylvania. 
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The Hospital Dollar 


Two federal agencies whose ac- 
tivities closely affect the hospital 
dollar buying-power last month an- 
nounced additional accomplish- 
ments and plans. The War Assets 
Administration again is stepping up 
its surplus disposal program; the 
National Bureau of Standards has 
released another two sets of com- 
mercial standards for products of 
importance to hospitals. 

Surplus Real Property: War Assets 
Administrator Robert M. Little- 
john has ordered a streamlining of 
the WAA sales organization to 
move surplus real property faster. 

More than half the original sur- 
plus real property has been sold, 
and Mr. Littlejohn wants the rest 
to go as quickly as possible. He de- 
manded more aggressive sales action 
by WAA field forces, told them their 
one job was to sell and suggested that 
they “get on the street and ring 
door bells if necessary.” He out- 
lined new rules and procedures to 
“cut red tape” and facilitate sales. 

Hospitals: Several hospital facili- 
ties have been sold to nonprofit or- 
ganizations under the war surplus 
program. 

Acquisition of surplus govern- 
ment buildings will enable the Uni- 
versity of Southern California’s 
School of Medicine to vacate its 
present quarters in the Los Angeles 
County Hospital and to register 
additional veterans for courses. The 
surplus structures will contain 
5,760 square feet of space. 

North Carolina’s Hospital Board 
of Control acquired most of Camp 
Butner for use as a neuropsychiatric 
hospital. For $1,350,000, the state 
acquired 1,383 buildings, 1,697 
acres of land, railroad facilities, 
telephone lines and other improve- 
ments. The electrical distribution 





FOOD CAMPAIGN 


Cooperation of the nation’s hospi- 
tals in observing President Truman’s 
emergency food campaign was asked 
by Association President Graham L. 
Davis last month. Mr. Davis said 
that while special requirements for 
patients must be followed, hospitals 
could make a substantial contribu- 
tion by serving no meat on Tues- 
days and no poultry and eggs on 
Thursdays to personnel and to pa- 
tients on routine food service. 











system, not included in the sale, 
will be offered separately. 

Autoclaves and Sterilizers: Hospi 
tals which act quickly may yet buy 
surplus autoclaves and _ sterilizers 
from WAA. The agency _placec 
approximately 13,000 units on sale 
last month, and eligible hospitals 
may purchase these items at a 9), 
per cent discount. 

Fifty-six types are included. They 
range from small instrument steril- 
izers to large hospital-type batteries. 
The most complete batteries de- 
signed for large hospitals consist 
of an autoclave, an instrument 
sterilizer, a utensil sterilizer and a 
water sterilizer. 

All orders being received now are 
filled without regard to priorities. 
Priority purchasing was discontin- 
ued for these items on October 16. 

A circular listing all items, with 
details as to price and sale condi- 
tions, may be obtained from WAA 
customer service centers located in 
most large cities. All orders, how- 
ever, must be addressed to WAA 
Customer Service Center, 4th Street 
and Jefferson Drive $.W., Washing- 
ton 25, D. C. 

Bureau of Standards: The new 
commercial standards released by 
the U. S. Department of Com- 
merce through the National Bureau 
of Standards are for staple vitreous 
china plumbing (CS 20-47) and 
gowns for patients (CS 146-47). 

The fourth edition of the plumb- 
ing fixture standard brings it into 
line with the latest developments in 
the industry relating to faucet hole 
spacing, certain details of water 
closet and urinal design and col- 
ored ware. Flat-rim sinks and flat- 
rim laundry trays are also added to 
the group of items regularly avail- 
able from suppliers. 

The new commercial standard 
for gowns for hospital patients be- 
comes effective November 8. 

Its purpose is to provide stand- 
ard methods of measuring and 
standard minimum measurements 
for hospital gowns. Besides elimi- 
nating confusion caused by a di- 
versity of measurements and meth- 
ods, this standard provides a basis 
for the production of gowns that 
will meet the needs of hospitals. 

This standard covers size, desig- 
nations, methods of measuring and 
standard minimum measurements 
for gowns for hospital patients. 
Among other things, it specifies the 
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number of stitches per inch and the 
type of stitch used in sewing differ- 
ent parts of the garment. 

Printed copies will be sent to all 
who have indicated acceptance of 
the standard. Copies will be mailed 
to non-acceptors only on specific re- 
quest. 

Copies of both standards are 
available from the Superintendent 
of Documents, Washington, D. C., 
for 10 cents a copy. 

Copies of another standard, on 
blankets (CS 136-46), was mailed 
to all American Hospital Associa- 
tion members last month by the 
Association. 


For Medical Research 


In Washington last month, Pres- 
ident Truman’s scientific and re- 
search board submitted its fifth and 
final report. One of its recommend- 
ations: That the nation increase 
from 100 million dollars annually 
to 300 million dollars its outlay for 
medical research. The lesser figure 
is the amount the board now esti- 
mates is being spent from public 
and private funds for this purpose. 

The President added a statement 
that less than 10 cents of each dol- 
lar spent for all types of scientific 
research is expended on medical re- 
search. 

The board said an estimated 28 
million dollars was spent by the 
federal government on health and 
medical research, 50 millions by in- 
dustry and 25 millions by private 
foundations. Most expansion must 
come from public funds, the board 
said, and federal support should 
supplement, not replace other 
funds. 

In citing the lack of a national 
policy, the board recommended the 
immediate establishment of an ad- 
visory committee of government 
and nongovernment medical scien- 
tists. 


Medical Service Chief 


The first chief of the Army’s 
new Medical Service Corps is Col. 
Othmar F. Goriup. Formerly with 
the Office of the Air Surgeon, Colo- 
nel Goriup holds the Legion of 
Merit for his assistance in develop- 
ing the program for air evacuation 
of the wounded during the war. 
From March 1941 to June 1942 he 
was administrative officer of the 


Station Hospital, Langley Field, 
Va. 

- Colonel Goriup is a member of 
the American Pharmaceutical As- 
sociation, American Chemical So- 





NOVEMBER 1947, VOL. 21 





COLONEL GORIUP, chief 


ciety, American Society of Hospi- 
tal Pharmacists and Kappa Psi, 
pharmaceutical fraternity. He is a 
fellow of the American College of 
Apothecaries. 

The Medical Service Corps was 
created by the 80th Congress this 
year as a part of the Army Medical 
Department. The corps will in- 
clude commissioned specialists in 
fields closely allied to medicine. 


FSA Appointment 

Maurice Collins, assistant admin- 
istrator of the Federal Security 
Agency, has retired after 35 years in 
government service. Arthur J. Alt- 
meyer, Ph.D., commissioner for so- 
cial security, has been named to act 
as assistant administrator pending 
appointment of a successor to Mr. 
Collins. The appointment was made 
by Federal Security Administrator 
Oscar R. Ewing. 

Mr. Altmeyer has been serving 
on the social commission of the eco- 
nomic and social council of the 
U. N., a post to which he was ap- 
pointed by President Truman and 
which was confirmed by the Senate 
last January. He has previously 
served the government as a perma- 
nent member of the Inter-American 
Committee on Social Security and 
in 1940 was leading United States 
delegate to the Inter-American 
Committee to Promote Social Se- 
curity that met at Lima, Peru. 


Simplified Catalogue 

A step toward more simplified 
operation was taken last month 
when the first joint Army-Navy 
catalogue of medical materiel be- 
came effective. The U. S. Public 
Health Service and the Veterans Ad- 
ministration have indicated an in- 
terest in the project and may adopt 
a similar style for their medical 
catalogues in the future. Govern- 








ment spokesmen say that a single 
federal medical supply catalogue, 
along the lines of the Army-Navy 
book, may be “the ultimate result.” 

The new book lists 7,823 items, 
divided into 14 classes for easier ref- 
erence. The catalogue contains an 
index and a cross-index to simplify 
location of an article in the book. 


Research Awards 

Basic medical research awards 
made by the U. S. Public Health 
Service have totalled $10,214,174 
during the past 20 months. It was 
reported by Oscar R. Ewing, fed- 
eral security administrator, that 629 
scientists in 193 institutions shared 
in these grants. 

Cancer Study: Grants of more 
than $375,000 went to the National 
Cancer Institute. A. V. Deibert, 
M.D., chief of the cancer control 
subdivision of the institute, said 
the money will finance research in 
improved techniques for profes- 
sional cancer instruction, a nation- 
wide survey of cancer clinics and 
evaluations of various cancer con- 
trol methods. 

The awards were approved by 
the non-government National Ad- 
visory Cancer Council. 

Fellowships: Eligibility require- 
ments for research fellowships have 
been liberalized by the U. S. Public 
Health Service. This was done in 
an effort to increase the number of 
trained scientists needed for essen- 
tial research. 

Formerly limited to students with 
master’s degrees, the program now 
allows $1,200 to $1,600 a year sti- 
pends to holders of bachelor’s de- 
grees. Persons with master’s degrees 
now may receive $1,600 to $2,000 a 
year and persons with doctor’s de- 
grees $3,000 to $3,600 annually. 
The higher figure, in each case, is 
awarded to a fellow with depen- 
dents. The stipends are in addition 
to tuition fees. 


Army Nurse Deadline 


The Army has extended its dead- 
line for Regular Army commission 
applications in the Army Nurse 
Corps and the Women’s Medical 
Specialist Corps from September 30 
to November 30. The original 
deadline was July 31. 

Last month 153 officers and for- 
mer officers of the Army Nurse 
Corps, 31 hospital dietitians and 19 
physical therapists received recess 
appointments in the regular Army. 
All had served as temporary officers 
and reserve officers during the war. 
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Health Plan Free-for-All 


Since August, San Francisco’s em- 
bryonic group health plan has been 
developing into a free-for-all be- 
tween the County Medical Society 
and the city employees’ Health 
Service System. The matter was to 
come to a head on November 10, 
at which time the society has said 
it will hand over resignations for 
almost goo of the 985 doctors on 
the system’s staff. 

The resignations will become ef- 
fective on that date, the society 
says, unless steps are taken to re- 
organize the system on a sound 
medical basis. 

This charge stems from a letter 
from Alexander S. Keenan, M.D., 
medical director of the system, to 
participating doctors last June ask- 
ing them to cut down on hospital- 
ization, lengthy examinations, lab- 
oratory tests and treatment of trif- 
ling ailments. 

The doctor group charges that 
the letter advocates the handling 
of plan members as “second class 
patients.” 

Low unit fees to doctors was 
another issue being tossed about. 
The Health Service System now 
is meeting the $1 per unit schedule 
although it fell to 91, 80 and ge 
cents respectively last February, 
March and April. 

Dr. Keenan countercharges that 


the society’s threat is a plan to 
wreck the system because it is a 
successful compulsory plan compet- 
ing with the California Physicians 
Service. 

Health Service System members 
pay $3.40 a month, an _ increase 
from a previous $2.80. They get 
coverage for dependents under 18 
for $2.60 a month more, $3.40 for 
those from 18 to 62 and $3.50 for 
those over 62. All participants in 
the city retirement system who 
earn less than $400 a month, ex- 
cept those opposed on religious 
grounds, must belong. Dependent 
coverage is voluntary. 

There are about 12,000 active 
members on the city payroll with 
5,000 dependents covered. 


Two Appointments 


Two Blue Cross Commission staff 
appointments were approved at 
the annual conference of Blue Cross 
plans at St. Louis in September. 
Antone G. Singsen has been named 
assistant director and Lawrence C. 
Wells appointed public relations 
manager. 


Rhode Island Plan 


The first attempt toward govern- 
ment and state cooperation to pro- 
vide Blue Cross hospitalization for 
the indigent is being made in 





OFFICERS OF THE BLUE CROSS COMMISSION 


COMMISSION OFFICERS elected at a business meeting during the annual conference of 
Blue Cross Plans at St. Louis in September are: (left) J. Douglas Colman, executive director 
of Maryland Hospital Service, Baltimore, vice chairman; R. F. Cahalane, executive director 
of Massachusetts Hospital Service, Boston, chairman, and Abraham Oseroff, vice president 
and secretary of the Hospital Service Association of Pittsburgh, treasurer (re-elected). 


106 


Rhode Island. The State Depart- 
ment of Public Welfare is carrying 
on discussions with the national 
Social Security Board in an effort 
to get federal assistance for hospi 
talization insurance for persons in 
the programs of old age assistance, 
aid for the blind and aid for de- 
pendent children. Congressional ac- 
tion would be required before the 
federal government could share 
such costs. 

Hospital Service Corporation of 
Rhode Island, the state Blue Cross 
plan, has discussed the plan to in- 
sure indigents enrolled in the three 
programs if federal approval is ob- 
tained with state welfare depart- 
ment representatives. General pub- 
lic assistance recipients probably 
would not be included in the hos- 
pitalization plan. 

The first suggestion of this plan 
came when Rhode Island Hospital, 
Providence, announced that it 
would be unable to renew its con- 
tract for the care of the needy sick 
at the rate of $4 a day. The hospital 
asked $10 a day towards its $14 a 
day per patient cost. 


A Government Study 


The U. S. Public Health Service 
last month was to issue a 300-page 
report of its recent study of Blue 
Cross and group medical service 
plans. The report was to cover a 
study originated in 1943 and dis- 
cussed with Blue Cross officials in 
the spring of 1944. Field surveys 
for the report took about a year. 

Following an introductory chap- 
ter on the background and history 
of the study, the report deals with 
Blue Cross plans, discussing their 
rise, history, areas served, policies, 
legal status, control, composition, 
financial data, utilization and in- 
ter-plan coordination. 

Medical care plans are treated 
similarly in less detail. The report 
discusses the problems of these 
plans and the coordination of the 
two types of programs. 

In its conclusions and recommen- 
dations, the report discusses enroll- 
ment potentialities and obstacles 
and suggests more cooperation with 
the federal government. 

One of the greatest obstacles to 
successful Blue Cross plans, the re- 
port implies, is the inability of 
many people to pay the cost. Gov- 
ernment subsidies are mentioned as 
a possible remedy. 
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Two Institutes for November 


Two institutes will be conducted 
by the Association this month. One 
on hospital purchasing will meet 
at Atlanta, Ga., and the other, 
which will deal with hospital per- 
sonnel relations, will be held at 
Baltimore. 


Purchasing: The first Association 
institute on purchasing in _ the 
southern section of the country is 
scheduled for November 17-21 at 
the Atlanta-Biltmore Hotel. The 
Georgia Hospital Association and 
the Atlanta Hospital Superintend- 
ent’s Council are cooperating with 
the Association in conducting the 
institute. 

Basic problems of hospital pur- 
chasing will be discussed during the 
five-day institute. Included on the 
program are such topics as simpli- 
fication and standardization in pur- 
chasing; storeroom service and fa- 
cilities; record keeping; purchase 
of such items as food, textiles, sup- 
plies and equipment. 

Eligible to attend the institute 
are persons holding administrative 
positions or having purchasing re- 
sponsibility in the hospital. Appli- 
cants must be employed by hospi- 
tals in Georgia, Florida, Louisiana, 
Alabama, Mississippi, Tennessee, 
North Carolina, South Carolina, 
Virginia, West Virginia, Arkansas, 
Kentucky and Texas. All regis- 
trants who complete the institute 
will receive certificates from the 
Association. 

Applications for registration, ac- 
companied by the $25 registration 
fee, should be sent to the Council 
on Administrative Practice, Ameri- 
can Hospital Association, 18 E. 
Division Street, Chicago 10. 


Personnel: Aid in developing and 
maintaining an efficient work force 
is the theme around which the 
Institute on Hospital Personnel Re- 
lations will be built. It will meet 
November 18-21 at the Lord Bal- 
timore Hotel, Baltimore. 

To be conducted by the Associa- 
tion, the institute is under the 
sponsorship of Johns Hopkins Uni- 
versity in cooperation with the 
Maryland - District of Columbia 
Hospital Association and the Bal- 
timore Hospital Conference. 

Included in the program are dis- 
cussions of the purposes, organiza- 
tion and operation of a hospital 
personnel program. The institute 
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has been condensed to four days be- 
cause of crowded hotel conditions, 
and classes will be held each night 
of the institute in order to cover all 
pertinent material. 

Eligible to attend are persons 
holding administrative positions in 
the hospital or having whole or 
part of the personnel responsibility 
in the hospital. In addition, regis- 
trants must be either personal 
members of the American Hospital 
Association or employed by a hos- 
pital holding membership in the 
Association or the Maryland - Dis- 
trict of Columbia Hospital Associa- 
tion. Certificates will be awarded 
at the close of the institute. 


Application blanks, accompanied 
by the institute fee of $25, should 
be mailed to the Personnel Special- 
ist, American Hospital Association, 
18 E. Division Street, Chicago 10. 


Laundry Institute 


The first institute on hospital 
laundry management conducted by 
the Association met at the State 
University of Iowa, Iowa City, on 
October 6-9. Forty-eight registrants, 
representing 21 states, attended the 
institute, which covered manage- 
ment and operation of hospital 
laundries. 

The Iowa Hospital Association, 
the State University of Iowa Col- 
lege of Engineering and Extension 
Division, the American Institute of 
Laundering and the Iowa Institute 
of Laundering cooperated in pres- 
entation of the institute. 

L. A. Bradley, manager of the 
university laundry service, was in- 
stitute director. Gerhard Hartman, 


superintendent of the State Univer- 
sity of Iowa Hospitals, served as 
chairman of the advisory commit- 
tee. Other members were: 

Mr. Bradley; Howard F. Cook, 
administrative associate at Univer- 
sity Hospitals; Dean Francis M. 
Dawson of the College of Engineer- 
ing; Dean Bruce E. Mahan of the 
Extension Division; Robert E. 
Riggs, administrative associate at 
University Hospitals; Sister Mary 
Rita, superintendent of Mercy 
Hospital, Iowa City, and Thomas 
P. Sharpnack, administrator of 
Broadlawns Polk County Public 
Hospital, Des Moines. 


Postgraduate Training 


A plan to make facilities of the 
New York University College of 
Medicine available to suburban and 
rural hospitals was inaugurated late 
in September. Twenty-four doctors 
from seven participating hospitals 
entered the college’s postgraduate 
division in New York City at that 
time. 

A continuing process of educa- 
tion for house and attending staffs 
of affiliated hospitals will be made 
possible by the plan. Hospital resi- 
dents will be able to spend an 
academic year at the college, where 
they will study basic science and 
subjects applicable to their special- 
ties. 

There are no tuition fees, but 
affiliated hospitals will be responsi- 
ble for the maintenance of student- 
doctors. 

Affiliated hospitals have the pri- 
vilege of requesting the attendance 
of a college faculty member for a 
conference, seminar, ward round or 
other exercise wanted by the hos- 
pital once each month. Resident- 


FORTY-EIGHT students and 16 faculty members participated in the first laundry institute 
to be conducted by the Association. The institute was held at lowa City on October 6-9. 
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THE FIRST issue of the official publication 
of Northwestern University's program in hos- 
pital administration appeared in September. 


enrollees must return to the accred- 
ited hospital for at least one more 
year of residency after completing 
the academic year at the college. 
Hospitals participating in the re- 
gional plan must fulfill all require- 
ments of the American, College of 
Surgeons. They also must carry out 
a comprehensive educational pro- 
gram locally for the house staff. 


New Publication 


Volume I, No. 1 of Hospital 
Administration Review, official pub- 
lication of the program in hospital 
administration at Northwestern 
University, was issued in Septem- 
ber. 

Publication of the review is not 
planned on a regular period basis. 
The second issue is expected to be 
distributed in February. 

Malcolm T. MacEachern, M.D., 
associate director of the American 
College of Surgeons and director of 
the hospital administration course 
at Northwestern, is editorial direc- 
tor. Publication was made possible 
by a Johnson and Johnson Research 
Foundation grant. 


Prohibitive Fees 

Rising fees at colleges may affect 
the country’s supply of doc _ and 
dentists, according to a U. S. Office 
of Education survey. 

The survey showed medicine and 
dentistry as two of the four fields 
of heaviest enrollment in colleges 
today, but it reported that high 
student fees were keeping many 
qualified persons from studying 
these courses. Some fees, the report 
said, have risen from 29 to 56 per 
cent above prewar levels. 
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Chronic Care Plan 


Effective care for the chronically 
ill can come about only through 
further organization of health serv- 
ices; and there is opportunity for 
accomplishment if further action is 
taken. 

Faced with the need for a state- 
ment that would point up the sit- 
uation in its proper perspective and 
which could be used as a guide for 
all groups in their efforts to stimu- 
late effective public support, the 
four national groups most con- 
cerned—the American Hospital As- 
sociation, American Medical Asso- 
ciation, American Public Health 
Association and the American Pub- 
lic Welfare Association — took that 
action. 

Jointly, last month, they an- 
nounced their recommendations for 
planning for the chronically ill. 
The document, as the blueprint, 
will serve as a guide in develop- 
ing comprehensive and. coordinated 
community programs to meet the 
ever-growing problem. 

Many more groups will have to 
participate if the recommended 
program is to be carried out. All 
levels of government, public and 
private organizations, philanthro- 
pists and every citizen will have a 
part. 

The Problem: Why the problem is 
of special concern at this time was 
outlined. About 25 million people 
have a chronic disease; seven mil- 
lion of these have an appreciable 
disability from their illness; one and 
a half million are invalids. The 
tuberculous and mentally ill are 
excluded from the total, for special 
provisions are made for their care. 

One-half of the chronically ill are 
below the age of 45; 16 per cent are 
under 25; more than 75 per cent are 
persons in the productive years 
from 15 to 64. 

The joint report considers 
chronic illness as involving four 
major activities — prevention, re- 
search, treatment and _ rehabilita- 
tion—all of which should be coor- 
dinated through a central planning 
committee in the resulting program. 


Prevention: The basic approach 
must be preventive if any inroads 
are to be made into the growth of 
the problem. Thus a seven-point 
program was sketched which show- 
ed the need for: 

1. Intensified health programs to 


control chronic communicable dis- 
eases such as tuberculosis, syphilis, 
hookworm and malaria. 

2. Accident prevention programs 
in industry, on the farm and in the 
home. 

g. Strengthened child and school 
health programs. 

4. Wide expansion of nutrition, 
mental health and housing pro- 
grams. 

5. Health programs for high 
schools and colleges to include med- 
ical examinations and correction of 
defects, physical fitness and recrea- 
tion and health education. 

6. Periodic medical examination 
of apparently well persons includ- 
ing selective laboratory and clinical 
examinations chosen for particular 
age, sex, geographical and occupa- 
tional groups. 

7. Increased health examinations 
of industrial employees. 


Research: The joint committee 
calls for an intensified program of 
research, pointing out that preven- 
tion and treatment are both depen- 
dent on research. It recommends 
that research institutes in chronic 
disease, associated with clinical fa- 
cilities, become the basic units of 
such a program. 

“We must broaden our vision 
and think in terms of research 
planned and organized on a much 
larger scale than any now contem- 
plated,” it was said. 

Such a step will require training 
and support of a much larger corps 
of medical scientists, and the de- 
velopment of teams of research 
workers to carry forward coordinat- 
ed programs. Administrative, social 
and psychological aspects of chronic 
illness would be part of the research 
program. 


Treatment: The report discuss- 
es medical, hospital, nursing and 
home care separately but empha- 
sizes the overlapping duties of each 
in the care program and the need 
for proper coordination in plan- 
ning that program. 

First it calls for a new orienta- 
tion to place the major emphasis on 
the early stages of chronic illness 
with a view to preventing, or at 
least delaying the progress of the 
disease. In the past the approach 
has been primarily concerned with 
institutional care for advanced 
stages of disease. 

Hospital and laboratory facilities 
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i. these days of overworked nursing staffs, the prevention of post- 
operative complications which require special nursing care assumes particular signifi- 
cance. Fortunately, such troublesome complications as postoperative distention and 
urinary retention can often be prevented by the proper use of Prostigmin* ‘Roche.’ Since 
Prostigmin usually helps patients to a smoother, more comfortable convalescence afte: 
major surgery, it is not surprising that this convenient, economical drug is used routinely 
by many hospitals all over the country. For detailed Prostigmin literature, write to 


Department H-6. HorrmMann-La Rocue, Inc. « RocHe Park « NutLeEy 10 « New JERSEY 


*Reg. U.S. Pat. Off. 
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to cover all communities will be 
required with coordination of fa- 
cilities to ensure a maximum of 
diagnostic and therapeutic effective- 
ness for the individual patient. 
Social factors must be included in 
the concept of medical care. Thus 
occupational retraining and job 
placement are described as essential 
therapeutic and preventive meas- 
ures. 

General considerations outlined 
are: 

1. Care of the chronically ill is 
inseparable from general medical 
care. 

2. Major emphasis must be given 
to coordination and integration of 
services. Referral from one type of 
care to another will be imperative. 

3. Facilities for care should be 
planned for the community as a 
whole and not for the indigent 
alone. 

4. Medical care for chronic illness 
cannot be purchased on an “econ- 
omy” basis if quantity and quality 
of care is to be satisfactory. 

5. Major emphasis should be 
placed on home and office care, 
with hospital care, convalescent 
care and rehabilitation serving 
where possible to return the chron- 
ically ill to community life, and 


ASSOCIATION vice presidents who took 
office at the end of the September 22-25 St. 
Louis Convention were: (left below) first, 
M. H. Eichenlaub, superintendent of Western 
Pennsylvania Hospital, Pittsburgh; second, 
Ruth C. Wilson, executive director of Mari- 
time Hospital Service Association, Moncton, 
N.B., Can., and third, F. Ross Porter, assistant 
superintendent of Duke Hospital, Durham, N.C. 


with nursing home facilities provid- 
ing for those whose medical con- 
dition is such that they cannot re- 
main in their home environment. 

The report recommends, in the 
home care section, an expansion of 
public health nursing service with 
practical nurse, nurse aide and 
housekeeper services augmenting 
their contributions. 

Added social security measures to 
maintain income also were advo- 
cated. 

Hospitalization in Treatment: The 
report’s section on hospital care 
is especially significant because it 
calls for a complete reversal in some 
of the traditional theories and prac- 
tices. To carry out the recommenda- 
tions will require new concepts of 
finance. 

It is no revelation that the pres- 
ent day general hospital is often 
unsuited to the care of long term 
patients since it is geared primarily 
to the therapeutic and general re- 
quirements of the acutely ill; care 
in the general hospital often is 
wasteful because the care is more 
expensive than is needed. 

The joint committee recommends 
that specialized chronic disease hos- 
pitals are suitable in large cities 
where they can be located close to 
and be professionally affiliated with 
teaching centers and general hospi- 
tals. Such a specialized hospital 
would then serve as the consulta- 
tion center for chronic disease in its 
medical service region. 

Official or voluntary organiza- 
tions might be responsible for con- 
struction and maintenance costs, 


the report says, but the medical 
school should provide the attending 
and resident staff and utilize the 
facilities for research and medical 
education in chronic disease. 

The report recommends further: 

“Most patients with chronic ill- 
ness that require hospitalization are 
best cared for in a unit of the gen- 
eral hospital especially designed to 
meet their needs. . . . It allows for 
greater flexibility in hospital plan- 
ning by making it possible for fu- 
ture, unforeseen shifts in the rela- 
tive proportions of patients with 
acute and chronic diseases to be 
met by changing the designated use 
of either chronic or acute beds in 
the same hospitals. 

“Many advantages . . . would be 
lost if the chronically ill simply 
were intermingled with all other 
patients. ... The provision of a spe- 
cial wing or floor devoted to long 
term patients ensures that the spe- 
cial needs and problems of chronic 
disease are not lost sight of in com- 
petition with the more urgent and 
dramatic needs of the acutely ill. 

“It makes possible the planning 
of the special unit in conformity 
with its special purpose, both as to 
architecture and staff . . . makes it 
easier to provide occupational and 
recreational therapy, special physi- 
cal therapy, rehabilitation and 
other services . . . facilitates a more 
economical use of nursing person- 
nel... attendants ... medical staff. 

“Under no circumstances should 
chronic disease hospitals or units be 
limited to the indigent. . . . High 
standards will be maintained most 
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Another month... another city... fees 


And another significant power washer survey 
report: In Omaha, too, the laundryman’s first choice 


in metals is Monel*. 


This long-lasting INco Nickel Alloy leads the field i 
by exactly 80 to 1. 
Such popularity doesn’t just happen—it’s earned. 
And here’s what Monel does to earn it: 


1. Saves power, water, 3. Speeds washroom output 
steam and supplies 4. Eliminates rust damage 





2. Keeps labor costs low 5. Reduces maintenance expense 


Actual statements of operators indicate this; their 
records prove it. Read the comments in the panel at 

the right. They are typical of scores taken directly 
from the reports of unbiased interviewers. 


Monel’s smooth, corrosion-resistant surfaces treat 
clothes gently, offer protection from stain and in- 
jury. Monel equipment lasts longer . . . and requires 
a minimum of repair and maintenance during its 
extra-long life. 


When you buy new washers (or extractors, starch cookers, 
chutes, truck tubs and accessories) be sure to specify... 





iin. coe El * THE INTERNATIONAL NICKEL COMPANY, INC., 67 WALL STREET, NEW YORK 5, WN. Y. 


TEnDe mate : Reg. V.B. Pat. 0% .-» STANDARD METAL OF THE LAUNDRY INDUSTRY 
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eflectively if the facilities are gear- 
ed to meet the requirements of the 
entire community. . . . The admis- 
sion of patients who are able to pay 
will reduce the need for tax funds. 
It must be recognized, however, 
that prolonged illness exhausts the 
financial resources of many patients, 
necessitating payment from tax 
funds for their care.” 

The chronically ill not in need 
of active and continuous medical 
care in hospitals, but who cannot 
be treated at home, would be cared 
for in nursing homes, both public 
and private. It is recommended that 
these be brought under _ state 
licensure laws that provide for min- 
imum standards and regular inspec- 
tion. 

Citing experience that shows that 
mere licensure is inadequate, the 
report recommends intensive edu- 
cational campaigns for improving 
care. 

Proper financing is another matter 
upon which proper care rests. For 
that reason the report recommends 
a sharp upward revision of pay- 





ments by welfare agencies, to bring 
them up to the actual cost of care, 
as an indispensable prerequisite to 
raising standards. 

Rehabilitation: Convalescent and 


DR. MORRILL 





rehabilitation centers are called for 
in the final section of the report. 
It was pointed out that probably 
the first steps will be taken by uni- 
versity hospitals, some of which al- 
ready have made plans for rehabili- 
tation centers as an integral part of 
their medical program. 

It is recommended also that con- 
valescent homes be located near 
enough to general hospitals to per- 
mit close professional relationships 
and adequate medical supervision. 

Copies of the complete official 
statement are being reprinted in 
full in the professional journals of 
the other associations. Reprints are 
being mailed to members of the 
American Hospital Association, and 
additional copies will be furnished 
on request. 


Warren P. Morrill, M.D. 


As announced in the October is- 
sue of Hospirats, Warren P. Mor- 
rill, M.D., director of research for 
the Association since 1933, died on 
September 28. He was 70- 

A native of Michigan, Dr. Mor- 
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ANOTHER LAWSON ASSOCIATES SUCCESS 


OBJECTIVE: $300,000.00 


We are pleased to announce the results of our recent $300,000 campaign for the erection of a new 
Memorial Hospital in Johnson City, Tennessee, which has just gone over the top with $314,553.15. 


DISTRIBUTION OF GIFTS 


DOCTORS: $52,520.00 
SPECIAL GIFTS: $22,849.50 
MISCELLANEOUS: $7,396.50 
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Lawson Associates methods of inspiring indoctrination of volunteers, plus intensive organization, 
rating of prospects and selection of volunteer solicitors has put another campaign over the top. 


If your institution is contemplating an appeal to the public, we invite you to investigate our services. 
We will be pleased to have a representative call or to send, without obligation, the informative brochure, 
“Your Appeal to the Public.” Preliminary surveys are undertaken without cost in considering all campaigns. 


B. H. LAWSON ASSOCIATES, INC. 
200 SUNRISE HIGHWAY 
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17 GIVES YOU INDIVIDUAL TENANT CONTROL 
OF TEMPERATURE. 





IT FILTERS ALL THE AIR. 





IT CAN PROVIDE VENTILATION AIR TO FIT THE 
REQUIREMENTS OF EACH SPACE. 









IT IS EASILY COORDINATED WITH YOUR 
BUILDING DESIGN. 
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Here ts an air conditioning system... a General Electric 
system... that is easily fitted to the requirements of your 














building. 


Individual rooms can be cooled or heated to individual 
taste... at the turn of a switch, or by thermostatic control. 
Fresh air can be introduced directly through room units, or 
by hall ducts, or by a central plant system... depending 
on your preference and needs. 





A simple piping system, served by a central plant in the 
basement, provides each room with cooling in summer, 
heating in winter. Ventilation air can be introduced in the 
manner and volume required. 





If you want a Personal Weather Control System... 
or any other type of air conditioning, a General Electric air 
conditioning specialist will be glad to work with your 
architect, engineer or contractor. 


General Electric Company, Air Conditioning Department, 











Section 78511, Bloomfield, New Jersey. 
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rill was born at Benton Harbor on 
January 20, 1877. He attended the 
University of Michigan, graduating 
with a Ph.B. degree at the age of 
20. Soon after completing college 
he enlisted in the Army and saw 
service in the Spanish-American 
War as an infantry private. 

After managing the family farm 
for several years after his return 
from the Army; he became inter- 
ested in dendrology and enrolled at 
Physicians and Surgeons (later 
Rush Medical) School in Chicago. 
At the end of a year he transferred 
to Johns Hopkins, from where he 


was graduated as a doctor of medi- ° 


cine in 1908. 

Following his internship Dr. 
Morrill entered hospital adminis- 
tration, serving as superintendent 
of Sydenham Hospital, New York 
City, and later as superintendent of 
Winnipeg General Hospital. He 
spent two years after his stay at 
Winnipeg in general medical prac- 
tice at Benton Harbor, in order to 
get the practitioner’s viewpoint on 


hospitals and_ hospital administra- 
tion. 

During World War I he served 
with the U. S. Army medical corps, 
from which he was discharged in 
1919 with the rank of colonel. 

Dr. Morrill returned to hospital 
administration after leaving the 
Army. He was superintendent of 
University Hospital, Augusta, Ga.; 
Shreveport (La.) Charity Hospital; 
Columbia Hospital for Women, 
Washington, D. C., and Maine 
General Hospital, Portland. Before 
joining the Association, he spent 
a year standardizing hospitals for 
the American College of Surgeons. 

An active life member of the 
American Hospital Association 
from 1908 until his death, Dr. Mor- 
rill also was a member of the 
American Medical Association. He 
was the author of the ‘Manual of 
Hospital Operations” and of nu- 
merous magazine articles. He was 
editor of “Hospital Abstract Serv- 
ice’ and ‘Medical Abstract Serv- 
ice,’ both of which he devised. 


THE DAVISES 








A QUARTET of sturdy grandsons, an extra 
cheering section for Graham L. Davis in his 
new job as Association president. The boys, 
sons of John Pierre and Elizabeth Davis, are: 
(left, above) Michael, age 5; John, 3!/2; Jim- 
my (left, below), 6 months; Preston, 2. 
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Dealer for Wiltex and SAVE. 





THE WILSON RUBBER COMPANY 
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with WILTEX” 


Switch to the surgeon's glove that reduces 
costs—insist on WILTEX, the internationally 
famous Curved Finger Latex Glove. The 
extra long life of Wiltex Latex Gloves makes 
possible this proven savings (over 50 sterili- 
zations per pair) and their curved finger styling gives the 
surgeon the comfort he demands. Ask your Surgical Supply 
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Red Cross Civilian Blood Program 


At Rochester, N. Y., early this 
month, the American Red Cross 
plans to launch the largest peace- 
time program in its history. Roch- 
ester has been selected as the site 
of the Red Cross’ first civilian blood 
center. 

Under this program hospitals 
will be assured a continuous sup- 
ply of whole blood and its deriva- 
tives which patients may receive for 
only the cost of administering 
them. Hospitals will receive blood 
and derivatives free, the expense 
being borne by the national Red 
Cross and its chapters through 
popular subscriptions. Public dona- 
tions will provide the blood. 

Vice Adm. Ross T. MclIntire, 
M.D., director of the program, 
hopes to have six pilot centers in 
operation by January 1. These are 
at Rochester, Washington, Atlanta, 
Omaha, Louisville and Stockton, 
Calif. Wichita, Kans., now has a 
communitywide project which will 
be brought into the national pro- 
gram. During the first year, the 
Red Cross hopes to have 20 or 25 
carefully selected centers. 

In the next three to five years, 
the Red Cross plans to have cen- 
ters in all parts of the country to 
collect and distribute the estimat- 
ed 3,700,000 pints of blood the 
United States needs each year. 

In addition to whole blood and 
plasma, the program will provide 
other blood derivatives. Some of 
these are serum albumin, immune 
serum globulin, antihemophilic glo- 
bulin, blood grouping serum, fibrin 
films and thrombin, red cell sus- 
pensions and red cell paste and 
powder. All processing of blood 
will be contracted to pharmaceuti- 
cal houses. 

Research will be conducted by 
authorities under the direction of 
the Blood and Blood Derivatives 
Committee of the Red Cross Advis- 
ory Board on Health Services. 

An estimated 60 per cent of all 
blood collected will be distributed 
for use as whole blood. If it is not 
used within the whole blood’s “‘life- 
time” of 21 days, it will be made in- 
to plasma and used as such or frac- 
tionated. 

The Red Cross will provide and 
train its own technical personnel 
rather than take help from exist- 
ing facilities. In addition about 
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2,500,000 volunteer women will be 
needed. 

At the end of the war, two mil- 
lion units of surplus plasma were 
turned over to the Red Cross. This 
supply is expected to last until the 
middle of 1948. Under the new 
Red Cross program, the goal will 


be four to five pints per hospital 
bed per year. 


For Public Information 


Most people don’t know why hos- 
pitals are unable to grant large pay 
raises suddenly to their nurses, but 
the people of Minneapolis do know. 
A recent five-article series published 
in the Minneapolis Star covered 














CRACKED ICE 
BULK DISTRIBUTING CART 


The transportation of cracked or cubed ice in an 
institution requires quiet operation and ease in han- 
dling heavy weight. This model is all stainless steel— 
inside and out — holds 200 pounds of cracked or 
cubed ice, is heavily insulated with 3 inches of low 
temperature type insulation. Tank has hand oper- 
ated drain for removal of drop water. Ice is removed 
with scoop. Lid is standard ice cream cabinet type 
low temperature and can be entirely removed or used 
as a “flip” lid for dispensing. 





FOR FURTHER PARTICULARS WRITE OR WIRE 


STANLEY SUPPLY CO. 


Hospital Supplies and Equipment 


121-123 East 24th Street, New York 10, N. Y. 
Branches: Columbia 24, S. C.— Indianapolis 4, Ind. 


CART 
SPECIFICATIONS 


Length, 30"; Width, 21"; 
Height, 42"; large 12" 
wheels; 12 x 3.00 Good- 
rich; matching wheel on 
rear; insulation, 3 inches; 
ice cream type lid; stain- 
less steel exterior. 


PRICE 
$175.00 


F. O. B. Indiana 




































both the nurses’ side and the hos- 
pitals’ side of the present Twin City 
salary controversy. 

Where the nurses stand was de- 
scribed through discussions of their 
economic security program, why 
they feel their demands are justified 
now and the legal limitations they 
face. 

The hospitals’ dilemma was care- 
fully interpreted in the series. Pub- 
lic and private hospitals were treat- 
ed separately, with such operating 
differences as public hospitals’ fixed 
budgets, their freedom from de- 
pending on day-to-day income and 
their lower costs used as examples 
of why the differences exist. 

The private hospitals were pic- 
tured as caught in the middle. Ris- 
ing patient-day costs and the pub- 
lic’s inability to pay the even high- 
er rates that would result from fur- 
ther salary increases, higher food 
and equipment prices, decreased 
student nurse enrollment at a time 
when work hours are being reduced 
were brought into the explanation. 





DR. PERKINS, director 


In addition to hospitals and 
nurses, the general public’s part in 
the present controversy was covered 
in the last article in the series. This 
attempted to show how persons liv- 
ing in the community and using 
hospital facilities were the most im- 
portant factor in the financial prob- 
lems that now exist between hos- 
pitals and nurses. 


Rhode Island: When the Rhode 
Island Hospital at Providence an- 
nounced that it would be unable to 
renew its contract to care for indi- 
gent patients at $4 a day, the public 
was given the story of why such a 
step was necessary. A series of arti- 
cles published in the Providence 
Journal told about the rising hospi- 
tal costs and inadequate revenues. 


Tuberculosis Director 


James E. Perkins, M.D., deputy 
commissioner of the New York 
State Department of Health, will 
become managing director of the 
National Tuberculosis Association 
when Kendall Emerson, M.D., re- 
signs January 1. Dr. Perkins has 
been connected with the New York 
State Department of Health since 
1934. ; . 

A graduate of the University of 
Minnesota and Johns Hopkins Uni- 
versity, he has served as a senior 
surgeon with the rank of lieutenant- 
colonel in the U. S. Public Health 
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Service Reserve. In 1945 he was as- 
signed to the Italian Medical Nutri- 
tion Mission. 

Dr. Emerson will retire to private 
life. Since he became managing di- 
rector of the association in 1928 he 
has broadened the association’s serv- 
ices, increased its membership and 
emphasized medical research. Last 
June he received the Trudeau 
Medal, annually presented by the 
association for notable accomplish- 
ment in the tuberculosis field. 


Unbalanced Budget 


The Germantown Dispensary and 
Hospital in its monthly publication 
last month told its Philadelphia 
community something that may 
awaken it to the plight of that and 
many other hospitals in the United 
States. The hospital ended a fiscal 
vear May 31 with the largest operat- 
ing deficit in history—nearly $120,- 
ooo—and had its current budget 
$40,000 out of balance. 

Donald C. Smelzer, M.D., manag- 
ing director, added another dismal 
note: Last year’s deficit had to be 
met from unrestricted capital funds. 

What had brought about this sit- 
uation also was explained. The pur- 
chasing power of the dollar had al- 
most reached (at that time) an all- 
time low. Government reimburse- 
ment for indigent care was less than 
actual costs in spite of a 40 per cent 
increase in aid. The Community 
Fund was able to increase _ its 
grant only 10 per cent. 

Philadelphia’s citizenry had an- 
other thing to think about when it 
talked of the high cost of living. 

Other communities might soon 
hear a similar story. When a show 
of hands was called for at a general 
session of the American Hospital 
Association convention in St. Louis, 
about 60 per cent indicated that 
their hospitals were operating in 
the red. 

New York: In New York City the 
same financial plight was evident al- 
though individual hospitals had 
not indicated that they would ap- 
peal directly to the people. 

The United Hospital Fund re- 
ported that its 89 member hospi- 
tals had a deficit of almost $4,500,- 
000, the largest deficit in the 69 
vears of the fund’s existence 

Its annual fund raising drive 
opened October 6 with a goal of 
52,383,887 and was to continue un- 
til November 8. The fund’s monies 
are used to help meet the combined 
deficit of member hospitals. 

The Greater New York Hospital 
\ssociation also is taking the story 
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to the Associated Hospital Service, 
the city Blue Cross plan, asking 
consideration for greater financial 
assistance. . 

High costs have made a number 
of the city’s hospitals financially in- 
secure, the association was told last 
month, as some “do not know how 
they can come through 1947.” 

At a recent meeting, Edward L. 
Bernays, New York public relations 
authority, told the association that 
75 per cent of the people believe 


hospitals are doing a poor to fair 
job of keeping the public informed. 
Only 10 per cent, he said, believe 
hospitals are doing a good job. 


Hospital Concerts 

Hospitalized veterans will hear 
nearly a hundred big-name musi- 
cians this fall and winter. A series 
of concerts is being arranged by the 
Hospitalized Veterans Music Serv- 
ice, an activity of the Musicians 
Emergency Fund, Inc. 
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expense? To prolong the life of your costly floor cover- 
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without polishing . . . gives your floors a clean, lustrous 
sheen that lasts and lasts. Use Weatherall Waterproof 
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samples. 
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In Minnesota the state hospital 
association and the state nurses’ 
association have been trying to find 
a basis for agreement on a set of 
minimum employment standards 
adopted by the nurses last summer. 
In Minneapolis and St. Paul a com- 
mittee authorized by the Twin City 
Hospital Council has submitted a 


Negotiations in Minnesota 


counter-proposal to the nurses’ as- 
sociation. 

On October 1 the nurses decided 
to present the council’s proposal 
to their members without recom- 
mendation. On October 17 it was 
announced that this counter-pro- 
posal had been rejected. Pgeviously 
Eitel Hospital, Minneapolis, nurses 






















PREMIUM 


PuppinG 


we. ponrz , 











Pickwick Zomium 


5 fl oo Sy LY 

av ‘\ eM, sours con? 
= ' KF st 
SS bi <r 











2 Try Pickw Pr m m th er ts Ww h 9g 
ick e 1 eee 

t dir ect to us for free testing samples and com- 8 

@ parative nutr itional tables. e 
F. WwW. BOLTZ F (e) ces: L Ss ie} . 
cOR 7 Executive ffi : LO’ An eles 24 
Plants: Hanfor d, Calif., Bar Harbor, Me., New York City. 

@ Warehouses strategically located in pr incipal ee € 


had turned down the proposal and 
asked the state labor conciliator for 
help. A consent election through 
the office of the labor conciliator 
has been agreed on, and voting was 
to have taken place October 17. 


Points covered by the committee 
in the proposal submitted to the 
nurses recommended that: 

@ Council member hospitals recog- 
nize the Minnesota Nurses’ Asso- 
ciation as the representative of the 
general duty nurses in negotiations 
about employment standards; 

@ The council committee, in con- 
ference with the nurses’ representa- 
tives, try to reach an agreement 
not later than January 1; 

q Until an agreement is reached, a 
$175 a month minimum salary for 
a 44-hour work week, with pres- 
ent fringe benefits to continue as 
now allowed by the individual hos- 
pitals, be adopted; 

@ General duty nurses are entitled 
to more salary and/or shorter 
hours, and the committee is auth- 
orized to negotiate for either or 
both, to be effective by January 1; 
q@ Any agreement is subject to rati- 
fication by the council before an 
individual hospital can agree to 
terms; 

@The committee inform the 
nurses’ association of the counter 
proposal and of the committee’s 
willingness to proceed toward an 
agreement as soon as possible. 
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Also included in the proposal is 
authority for the council commit- 
tee to agree (1) to a 42-hour work 
week, and (2) to uniform griev- 
ance procedure for adoption by in- 
dividual hospitals. 


Settlement 


At Duke Hospital, Durham, N. 
C., a committee of graduate nurses 
and hospital officials set up a pro- 
gram of economic security that has 
been unanimously approved by the 
nurses employed at the hospital. 
Negotiations were completed in 
three meetings of the committee, 
which was selected by the nursing 
staff and Harold C. Mickey, hospi- 
tal superintendent. 

Benefits include minimum sal- 
ary rates for general duty, assistant 
head and head nurses; regularly 
scheduled salary increases; vaca- 
tions and legal holidays off; reduc- 
tion of the present 48-hour week 
to 44 hours, and sick leave as now 
granted. Nurses are required to 
give 30 days’ notice for termina- 
tion of employment; the hospital 
is required to give either go days’ 
notice or 30 days’ pay. Special 
leaves and other problems that may 





arise will be dealt with by a com- 
mittee that is to be composed of 
one nursing staff member and one 
administrative staff member. 

The agreement was to go into 
effect immediately after its ratifi- 
cation by the nurses on October 7. 
Salary recommendations will be re- 
viewed at the end of nine months. 

A joint announcement of the 
settlement was made by Mr. 
Mickey and Mildred Crawford, 
chairman of the nurses’ commit- 
tee. Miss Crawford reported that 





the agreement was reached with- 
out aid from the state nurses’ asso- 
ciation which, she said, is not 
called on if hospital officials co- 
operate. 


A.N.A. Public Relations 


At a September House of Dele- 
gates meeting, the American Nurses’ 
Association reapproved its platform 
of economic security and voted a 
“vigorous public relations pro- 
gram” to tell the public what the 
nurses want. One step in carrying 
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—Proven by the millions of feet of RLP Pure Latex Surgical Tubing 
which is giving trouble-free service in hospitals the world over. 


—Proven by the world’s largest manufacturing laboratories in the 
medical field who use RLP Tubing as original equipment on the quality 
products bearing their names. That’s your assurance that you’re buying the 


finest when you order RLP Pure Latex Surgical Tubing 
from your hospital or surgical supplier. Ask for the 
handy 50 ft. dispenser reel in these standard sizes: 
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Rubber Latex Products, Inc., Cuyahoga Falls, Ohio 
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out that program was announced 
at the meeting: The appointment 
of Edward L. Bernays as consultant 
on public relations to the A.N.A. 

















Several recommendations affect- 
ing the Joint Committee on Struc- 
ture also were approved by the 
House of Delegates: 

1. That the A.N.A. board of di- 
rectors request a joint meeting of 
the boards of the six national pro- 
fessional nursing organizations, not 
later than November 15, to con- 
sider ways and means of carrying 
out a program of united action; 


2. That each of the six nursing 
organizations have representatives 
on the committee, all of whom can 
speak and vote in the joint work; 

3. That the question of finances 
for the joint committee be referred 
to the A.N.A. board of directors. 

The house also voted not to ac- 
cept Plan I or Plan II of the Rich 
report at this time. 

Insufficient Record 

The 1947 census of public health 
nurses shows that more nurses are 
engaged in public health work this 
year than ever before in history. 
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Still, according to the U. S. Public 
Health Service, the number fails to 
meet current needs or to keep pace 
with the increasing population. 
More than 21,000 nurses, an all- 
time high, were on the rolls of 


‘state and local public health agen- 


cies as of January 1. But in gq states 
this year, the average population 
per nurse was greater than in 1946. 

Twenty-one states had as many 
as 10,000 persons to one public 
health nurse compared to 17 in 
1946. The standard set by the 
National Organization for Public 
Health Nursing is one nurse to 
each 2,000 persons, for service in- 
cluding bedside nursing. When 
bedside nursing is not included the 
standard of the American Public 
Health Association is one public 
health nurse for each 5,000 persons. 
Nine states, Alaska and the Virgin 
Islands meet this standard. 


Graduate Study 


A separate department in the 
School of Education has been or- 
ganized at New York University 
for graduate nursing education. A 
complete program in nursing sub- 
jects through which graduate nurses 
may qualify for degrees of bache- 
lor of science, master of arts, doc- 
tor of philosophy or doctor of edu- 
cation is offered. 
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Nurse-Patient Communication 





The Shortest Distance 
Between Nurse and Patient 


You can have the best possible system of nurse- 
patient communication, saving time, money, work, 
and nurses—and giving better service. 

With Fast-Aid, your nurse at the chart desk 
can talk directly with the patient and the patient 
can talk with her. Fast-Aid cuts down on the 
number of trips each nurse must make. 

And patient-relations benefit. Surveys show 
that a big complaint among patients is that signal 
lights are not answered promptly. With Fast-Aid, 
a highly sensitive, two-way speaker-microphone 
in each patient's room picks up everything the 


patient says once he has signalled the desk nurse 
to make a connection. 

Fast-Aid is a service hospitals have been asking 
for. Now it is here. You will be surprised at the 
low installation cost. Installations can be made 
for any size hospital and are made to tie in with 
existing signal systems if desired. 

On the basis of your hospital experience, you 
can visualize the greater efficiency that will 
follow such a change in hospital routine. Write 
today for complete details of installation in 
accordance with the requirements of your own 
hospital. . 


Gage-Yarbrough Co.—Sound Engineers . 


142 Union Ave. © Memphis, Tenn. 































































Complete Line 
for All Uses 


For over half a century 
FARIES has been the 
favored source of port- 
able lighting equipment 
for the hotel, hospital 
and club. The new 1948 
catalog shows many at- 
tractive and extremely 
practical numbers, de- 
signed for the special 
uses of such institutions. 
You'll also find the best 
of the long-popular “‘sta- 
ple” lamps that are al- 
ways in demand. 


Torchieres, floor lamps, 
fluorescent and incan- 
descent desk lamps, bed 
lamps . . . and the sen- 
sational 3-way Utility 
Lamp for room illumi- 
nation or concentrated 
light. 
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Missouri 


New officers were elected by the 
Missouri Hospital Association at a 
business meeting September 26 at 
St. Louis. Because of the wide at- 
tendance at the American Hospital 
Association convention, the state 
group is not planning a program 
meeting this year. 

Edward A. Thomson, business 
manager of St. Joseph Hospital, 
took office as association president 
at the session. Elected were: 

President-elect, Mrs. Mabel H. 
Mooney, R.N., superintendent of 
Levering Hospital, Hannibal; first 
vice president, Clinton F. Smith, 
superintendent of City Hospital, 
St. Louis; second vice president, 
C. Steacy Pickell, superintendent 
of Kansas City General Hospital; 
treasurer (re-elected), Rev. E. C. 
Hofius, superintendent of Lutheran 
Hospital, St. Louis; delegate to 
the American Hospital Association, 
Martha Rettig, R.N., superintend- 
ent of Burge Hospital, Springfield. 


Accountants' Association 


Formation of a new national or- 
ganization, the American Associa- 
tion of Hospital Accountants, was 
announced recently. The first issue 
of the association’s official journal, 
Hospital Accounting, has been pub- 
lished and distributed to hospitals 
throughout the country. 

Four members of the accountants’ 
group of the Rochester (N. Y.) Hos- 
pital Council cooperated in form- 
ing the association. As the result of 
an election by mail, Frederick T. 


Muncie, a Chicago C.P.A., was 
elected first president. 


University Council 


Basil C. MacLean, M.D., director 
of Strong Memorial Hospital, 
Rochester, N. Y., was elected presi- 
dent of the University Hospitals 
Executive Council at a meeting of 
alumni September 23 at St. Louis. 
Gerhard Hartman, superintendent 
of the State University of Iowa Hos- 
pitals, lowa City, was re-elected U. 
H. E. C. secretary. 


A.P.H.A. 


Martha M. Eliot, M.D., was in- 
stalled as the first woman president 
of the American Public Health As- 
sociation during the association's 
convention October 6-8 at Atlantic 
City. Dr. Eliot is associate chief of 
the Children’s Bureau, Washing- 
ton, D. C. 

Named president-elect was 
Charles F. Wilinsky, M.D., director 
of Beth Israel Hospital, Boston, and 
an American Hospital Association 
trustee. 


Alpha Delta Mu 


The first Greek letter fraternity 
in the hospital administration field 
has been formed at Northwestern 
University. Plans now are being 
made by the fraternity, Alpha Delta 
Mu, to invite students in other 
schools that offer hospital adminis- 
tration courses to organize chapters 
in order to create a national fra- 
ternity. 





NEW OFFICERS were elected by the Missouri Hospital Association at a business meeting on 
September 26 at St. Louis. In the picture are: (left) C. J. Hessel, business manager 
of Research Hospital, Kansas City, 3-year trustee; Martha Rettig, R.N., superintendent 
of Burge Hospital, Springfield, delegate to the American Hospital Association; Edward 
A. Thomson, business manager of St. Joseph Hospital, new president; Mrs. Irene F. McCabe, 
public relations director of Group Hospital Service, St. Louis, secretary. (re-elected); 
Rev. E. C. Hofius, superintendent of Luther Hospital, St. Louis, treasurer (re-elected). 
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ment in merging the aims and 






everal state organizations into 


onal group. By this consolidation of 






vities, you are assured of stronger con- 








ve mtion programs, more and better ex- 
hibits. Both your delegates and exhibitors 





are certain to benefit from this new, pro- 





gressive combine. 









While extending congratulatory good wishes 





to the Upper Mid-West Hospital Conference 
we also renew our pledge of wholehearted support to the following 
regional groups: 

® Association of Western Hospitals 


@ Carolinas—Virginias Hospital Conference \e | N D 


e@ Mid-West Hospital Association 












@ New England Hospital Assembly 
@ Southeastern Hospital Association 


e@ Tri-State Hospital Assembly 


To officers of State groups who may be interested 
in considering the benefits of a regional association, 
H.1.A. gladly offers its help and friendly cooperation. 


HOSPITAL INDUSTRIES ASSOCIATION 


Sponsors of Known Brands... Known Quality 
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Evenflo 


* America’s 
Most Popular Nurser” 





—breathes 
as it feeds! 

















(Nipple = bottle 
1 


Sealed) 


4-0z. Hospital Size Regular 8-oz. 


Now Available In 
4-Oz. Hospital Size 


Hospitals have asked us for mod- 
ern Evenflo Nursers in the 4-oz. size. 
Here it is with the same sealing cap 
and valve-action nip- 
ple as on our regular 
8-oz. Evenflo. 


Doctors, nurses 
and mothers like 
Evenflo Nursers for 
these important rea- 
sons —— 

Valve-Action Nipple 
—provides smooth 
nursing action that 
enables both prema- 
ture and normal 
babies to finish their 
bottles in comfort. 

Two-Purpose Cap 
—(1) sanitarily 
seals nipple in bot- 
tle with formula for 
refrigerator. (2) 
Holds nipple upright for feeding. No 
other covering or container needed, 

Wide Mouth Bottle—easy to clean and 





Evenflo’s twin air 

valves enable it to 

‘breathe as tt 
feeds’”’. 





Rising air bubbles 
prevent nipple 
collapse. 














CURRENT LISTING OF NEW MEMBERS 





INSTITUTIONAL MEMBERS 
CALIFORNIA 


Lompoc—Lompoc Community Hospital 
DELAWARE 


Marshallton—Brandywine Sanatorium 


FLORIDA 


Fernandina—Nassau County Hospital 
Miami Beach—Alton Road Hospital 


IDAHO 
Idaho Falls—Sacred Heart Hospital, Inc. 


ILLINOIS 


Beardstown—Schmitt Memorial Hospital 
Chicago—Manor Hospital 
Herrin—Herrin Hospital 


INDIANA 
Huntingburg—The Stork Hospital 


IOWA 


Davenport—Scott County Isolation Hospital 


KENTUCKY 


Anchorage—Pleasant Grove Hospital 
London—Marymount Hospital 


MASSACHUSETTS 


Cambridge—Charlesgate Hospital 
Framingham—Woodside Cottages 
Hanson—Plymouth County Hospital 
Waltham—Middlesex County Hospital 
Worcester—Harvard Private Hospital, Inc. 


MICHIGAN 


Battle Creek—Professional Management 


MINNESOTA 
Blue Earth—Blue Earth Community Hos- 
pital ; P 
Thief River Falls — St. Luke’s Hospital 
Assn. 
MONTANA 
Helena—St. John’s Hospital 


NEBRASKA 
Omaha—Hattie B. Munroe Home for Con- 
valescing Crippled Children ; 
Sidney—Panhandle Memorial Hospital 
NEW JERSEY 


Blackwood—Camden County Tuberculosis 


Hospital . 
Shennan County Memorial Hospital 


NEW YORK 


New York City—Greater New York Hospi- 
tal Association ‘ 
New York City—Will, Folson & Smith, Inc. 


NORTH CAROLINA 
Raleigh—St. Agnes Hospital, Inc. 


OHIO 


Coshocton — Coshocton Memorial Hospital 
Association, Inc. ; 

Galion—Galion City Hospital | 

Logan—Hocking Valley Hospital, Inc. 


OKLAHOMA 


Norman—Norman Municipal Hospital 


PENNSYLVANIA 


Ashland—Ashland State Hospital 
Blossburg—Blossburg State Hospital 
Coaldale—Coaldale State Hospital 
Connellsville—Connellsville State Hospital 
Cression—State Tuberculosis Sanatorium 
Hamburg—State Tuberculosis Sanatorium 
Harrisburg—Bureau of Tuberculosis Con- 
trol, State Dept. of Health 
Harrisburg—Harrisburg Polyclinic Hospital 
Hazleton—Hazleton State Hospital 
Meadville—Meadville City Hospital 
Shamokin—Shamokin State Hospital 


TENNESSEE 
Chattanooga—Doyle Currey Clinic 


TEXAS" 


Vernon—Shipman Clinic Hospital 


VIRGINIA 
Richmond—Pine Camp Hospital 


WEST VIRGINIA 
bis ~~ aeallaliaad Virginia Hospital Service, 
ne. 


WISCONSIN 
Madison—Wisconsin State Board of Health 


CANADA 


Winnipeg, Manitoba— The Manitoba De- 
partment of Health & Public Welfare 


PUERTO RICO 


Santurce—Hospital Survey and Construc- 
tion Bureau, Department of Health 


PERSONAL MEMBERS 


Ackart, Richard J.— Adm. Intern — The 
Johns Hopkins Hospital—Baltimore 

Adair, Frank B.— Asst. Dir. — Sydenham 
Hospital, New York City 

Alder, Willie L.—Hosp. Consultant—Mary- 
land State Dept. of Health—Baltimore 

Allnut, H. C—Adm. Supt.—Herbert Reddy 
Memorial Hospital—Montreal, Que., Can. 

Archer, Arthur W.— Architect — Archer, 
Cooper & Robison—Kansas City 

Bailey, Leon R.—Admin. Asst.—Parkland 
Hospital—Dallas 

Bailey, Norman D.—Per. Dir. — Michael 
Reese Hospital—Chicago 

Bausewein, John L.—Chief Eng.—Michael 
Reese Hospital—Chicago 

Beelman, Emil W.—Chief Hosp. Operation 
Sec.—Branch No. 9—U. S. Veterans Ad- 
ministration—St. Louis 

Bernadette, Sister M., R.S.M.—Mother Pro- 
vincial—St. Joseph’s Infirmary—Atlanta 

Blues, W.—Credit & Co. Mgr.—Royal Vic- 
toria Hospital—Montreal, Que., Can. 

Bohannan, Ina, R.N.—Supt.—Schmitt Me- 
morial Hospital—Beardstown, III. 

Brent, Sidney, Exec. Officer—Bronx Vet- 
erans Administration Hospital—Brooklyn 

Brooks, Kenneth E.—Adm. Intern—West- 
lake Hospital—Melrose Park, IIl. 

Brothers, Grayson—Asst. Hosp. Admin.— 
North Carolina Medical Care Commis- 
sion—Raleigh 

Bruesch, Frank G.—Asst. Dir—Harper Hos- 

pital—Detroit 

Carner, Donald C.—Asst. Admin.—North- 
western Hospital—Minneapolis 

Cassin, William J., Very Rev. Msgr.—Chap- 
— John’s Hospital—Springfield, 


Catharine, Sister Margaret—Supt.—St. Jo- 
seph Hospital—Lexington 13, Ky. 

Classen, Glenn E.—Cont.—State University 
of Iowa Hospitals, Iowa City 





to fill without a funnel. Graduated in oz. 
and cc. 


For special prices to hospitals, 
write or wire 


The Pyramid Rubber Co. 
Ravenna, Ohio, U.S.A. 





“Specialists in Baby Feeding Equipment” 
* Patented. 


124 







NEW DRUGS 


For all concerned with drug therapy— 
pathologist, pharmacologist, chemist— 
this book fully explains qualification of 
new drugs, formulas under the law. 
$4.75. At bookstores or write 

REVERE PUB. CO., 11 Stone St., 
Dept. 911, N. ¥. C. 4, N. Y. 


by Arthur D. Herrick 


















HOSPITAL PACKAGE—ARZOL 


Silver Nitrate Applicators 
Silver Nitrate 75% 

















AE RE ae $2.50 
1B” RONG ensuissaccevercctressin: $4.0 
prarwacy |e Packed in vials of 100's 
A CHEMISTRY Arzol Chemical Co. 
4 wtoitay 0 Nyack, N. Y. 
HOSPITALS 
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SAFE AND SURE 


... For Your Operating Room 


To provide you with safe and 
sure models of ether and suction 
apparatus Sorensen continuously 
collaborates with prominent mem- 
bers of the medical profession. 

BOTH cabinet and portable 
models are equipped with safety 
overflow traps to prevent pump 
clogging and to insure continuous 
operation. All cabinet models have 
N. Y. City approved explosion- 
proof motors, mercury switches; 
are sound-proofed, and fitted with 
ball-bearing casters. 

Many types of cabinet and port- 
able sl of Ether, Suction and 
Treatment Apparatus are available 
to fit your needs. 


Write now for the Sorensen 
Informative Folder on the type 
of equipment you want. 


<« SORENSEN =~ 


ctory, G 


403 EAST 62nd ST NEW YORK 21,N.Y 





The model illustrated has posi- 
tive-acting, indirect-drive, slow-run- 
ning, quiet double rotary pump 
with 16-oz. snap-fit ether bottle, 
pressure regulator, warm water 
jacket. 

It has 32-0z. snap-fit suction bot- 
tle with overflow trap and regula- 
tor; ether hook, Yankauer tonsil 
suction tube, and Poole’s abdom- 
inal aspirating tube; |-gal. suction 
bottle and overflow trap. 

Both suction bottles may be used 
simultaneously from independent 
vacuum sources. Cabinet is ap- 
proximately 12 x 18 x 32 inches; 
net wt. 120 Ibs. 


Also Makes 


Syfogen Naso-Therapy Units 
E.N.T. Suction and 
Pressure Treatment Outfits. 





Ether and Suction 
Apparatus 











: eee 
B No. 431-W v 











I Your Hospital Getting 


PROPER REVENUE 


















Petco List No. 1SC 





Pree on of 
yancnen 


P 


18) W. Harrison 





for Seruices Rendered? 


The use of combination 
requisition and charge forms 
will plug the “hidden leaks”. 
One hospital made 2 saving 
of $10,000.00 in one year this 


NN-WAR 
PE SYSTEM \ 
HOSPITAL ACCOUNTING way. 
=: NOW... 


plan changes in your ac- 
counting system for 1948. 
The PENN-WARD Sys- 
tem will give you AB- 
SOLUTE CONTROL of 
your finances. Devised by 
experts... 
A.H.A. Chart of Accounts 
...for manual or machine 
operation. 


is the time to 


conforms to 


NEW FORMS are continually added . . . keeping the 
system UP-TO-THE-MINUTE .. . such as equipment 
records, combination payroll check and earnings records, 
Statistical forms, inventory records, etc. 


Let us tell you how to stop the “hidden leaks". Write for de- 
tails today. 





WE HAVE A 


STANDARDIZED 


Physicians’ Record Co. 


The Largest Publishers of ORM 
Hospital and Medical Records a habe. 


161 W. Harrison St. Chicago 5, lil. 
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Children’s Cribs 





No. 1126 Crib shown with Mt. Sinai Adjustable Bottom, can 
also be had with regular National Bottom Furnished with one 
side sliding. Pedal Control. Sizes: 27x52, 27x60 and 33x58 
inches inside. Rust-resistant treated and finished in Hard Baked 
Enamel, White, or any plain color. 

Complete Specifications on request 


FRANK A. HALL & SONS 


Makers of "'Lastingly Rigid'' Hospital Beds 
General Office 
120 Baxter St., New York 13, N. Y. 200 Madison Ave., New York 16, N. Y. 


Showrooms 
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STATEMENT OF THE OWN- 
ERSHIP, MANAGEMENT, CIR- 
CULATION, ETC., REQUIRED 
BY THE ACTS OF CONGRESS 
OF AUGUST 24, 1912, AND 
MARCH 3, 1933 


Of HOSPITALS—The Journal of the 
American Hospital Association, pub- 
lished monthly at Chicago, Illinois, for 
October 1, 1947. 


State of Illinois) ... 
County of Cooks — 


_ Before me, a Notary Public in and for the 
State and county -aforesaid, personally ap- 
peared John G. Williams, who, having been 
duly sworn according to law, deposes and 
says that he is the Business Manager of 
HOSPITALS, and that the following is, to 
the best of his knowledge and belief, a true 
statement of the ownership, management (and 
if. a daily paper, the circulation), etc., of the 
aforesaid publication for the date shown in 
the above caption, required by the Act of 
August 24, 1912, as amended by the Act of 
March 3, 1933, embodied in section 537, Pos- 
tal Laws and Regulations, printed on the 
reverse of this form, to wit: 


1. That the names and addresses of the 
publisher, editor, managing editor, and busi- 
ness managers are: 

Publisher: American Hospital Association, 
18 East Division Street, Chicago 10, Ill. 

. Editor: George Bugbee, 18 East Division 
St., Chicago 10, Ill. 

Executive Editor: John M. Storm, 18 East 
Division St., Chicago 10, Ill 
Z Business. Manager: John G. Williams, 18 
East Division St., Chicago 10, IIl. 

2. That the owner is: (If owned by a cor- 
poration, its name and address must be 
stated and also immediately thereunder the 
names and addresses of stockholders owning 
or holding one per cent or more of total 
amount of stock. If not owned by a corpora- 
tion, the names and addresses of the indi- 
vidual owners must be given. If owned by a 
firm, company or other unincorporated con- 
cern, its name and address, as well as those 
of each individual member, must be given.) 

American Hospital Association, Inc., 18 
East Division St., Chicago 10, Ill. 

_ Graham L. Davis, W. K. Kellogg Founda- 
tion, Battle Creek, Mich. (Pres.) 

Arthur C. Bachmeyer, M.D., University 
of Chicago Clinics, 950 E. 59th St., Chicago 
37. (Treas.) 

George Bugbee, 18 East Division St., Chi- 
cago 10, Illinois (Exec.-Dir.) 


3. That the known bondholders, mort- 
gagees, and other security holders owning or 
holding 1 per cent or more of total amount 
of bonds, mortgages, or other securities are: 
(If there are none, so state.) NONE. 

4. That the two paragraphs next above, 
giving the names of the owners, stockholders, 
and security holders, if any, contain not only 
the list of stockholders and security holders 
as they appear upon the books of the com- 
pany but also, in cases where the stockholder 
or security holder appears upon the books of 
the company as trustee or in any other fidu- 
ciary relation, the name of the person or cor- 
poration for whom such trustee is acting, is 
given; also that the said two paragraphs con- 
tain statements embracing affiant’s full knowl- 
edge and belief as to the circumstances and 
conditions under which stockholders and _ se- 
curity holders who do not appear upon the 
books of the company as trustees, hold stock 
and securities in a capacity other than that 
of a bona fide owner; and this affiant has no 
reason to believe that any other person, as- 
sociation or corporation has any interest di- 
rect or indirect in the said stock, bonds, or 
other securities than as so stated by him. 

5. That the average number of copies of 
each issue of this publication sold or distrib- 
uted, through the mails or otherwise, to paid 
subscribers during the twelve months preced- 
ing the date shown above is (This 
information is required from daily publica- 
tions only.) 


JOHN G. WILLIAMS, 
Business Manager. 
Sworn to and subscribed before me this 
30th day of September, 1947. 
[SEAL] BEULAH DEEKEN, 
Notary Public. 
(My commmission expires February 15, 
1950.) 


Claudine, Sister M.— Surgery Super. — St. 
Joseph Mercy Hospital—Mason City, Iowa 

Colson, Douglas H.—Supt.—Kings Mountain 
Memorial Hospital—Bristol, Va. 

Colton, E. A., M.D.—Pres. Bd. of Dirs.— 
Heaton Hospital—Montpelier, Vt. 

Connorton, John V.—Exec. Secy.—Greater 
New York Hospital Association — New 
York City. 

Conway, Alvin J.—Admin. Asst.—Lincoln 
Hospital—Bronx, New York ola 

Cox, Donald M.—Secy. Mgr. — Winnipeg, 
(Man.) Municipal Hospitals ; 

Davis, Jane S.—Admin.—Pawating Hospi- 
tal, Niles, Mich. 

Devine, James V.—Asst. Admin.—The Mal- 
den (Mass.) Hospital i 

Drabkin, Adolph—Asst. Exec. Dir.—Beth 
Abraham Home—Bronx, New York 

Dunn, Melvin H., R.T.— Asst. Supt. — St. 

Luke’s Hospital, Kansas City 

Earngey, W. P., Jr.—Supt.—Norfolk (Va.) 
General Hospital 

Errigo, Franklin E.— Admin. Trainee — 
Phoebe Putney Memorial Hospital—Al- 
bany, Ga. : 9 

Evans, Mrs. Mary — Supt. — Beloit (Wis.) 
Municipal Hospital 

Flam, Manfried—Hos. Reg.—Veterans Ad- 
ministration Hospital—Batavia, N. Y. 

Garrison, John P.— Asst. Dir. — Chicago 
Home for Incurables 

Ginorio, R. A. Cruz—Asst’g Supt. Presby- 
terian Hospital—San Juan, P. R. 

Gray, Marie C., R.N. — Supt. — Camden 
as aa General Hospital — Blackwood, 

J 


Haase, Ferdinand, Jr., M.D.—Asst. Dir.— 
Massachusetts General Hospital, Boston 

Hamilton, H. E.— Hosp. Admin. — North 
—— Medical Care Commission—Ra- 
leig 

Hare. Tracy B. — Supt. — Winter Haven 
(Fla.) Hospital 

Hartman, Kenath, Admin. Asst.—Mt. Sinai 
Hospital—Chicago 

Hennings, Arthur G.— Admin. Intern — 
Northwestern Hospital—Minneapolis 

Hubbard, George—Supt.—New York State 
Veterans’ Camp—Mt. McGregor 

Hughes, Carroll T. — Admin. — Passavant 
Memorial Hospital—Jacksonville, Il. 

Jeppeson, H. C.— Supt.— Greene County 
Hospital—Jefferson, Iowa 

Karpouicz, Statia—Purch. Agent.—Locust 
Mt. State Hospital—Shenandoah, Pa. 

Kineshury, Slocum—Architect— Faulkner, 
Kingsbury & Stenhouse — Washington, 


Lenhardt, Louise Frances—Actg. Admin.— 
Warren A. Candler Hospital—Savannah, 


Ga. 

Lieberfarb, Mrs. Ruth G.—Asst. Dir.—Beth 
Israel Hospital—Newark, N. J. 

Lizotte, Gertrude E.—Supv. Finan. Admtg. 
Dept.—Newark (N. J.) City Hospital 

Lucille, Sister—Secy, Provincial Treas.— 
Sisters of Charity of St. Joseph’s—Em- 
mitsburg, Md. 

Lynn, Henry, Jr.—Asst. Supt.—San Fran- 
cisco (Calif.) Hospital 

Mandelstam, Benjamin W., M.D.—Asst. Dir. 
—Beth Israel Hospital—Boston 

Mann, Crayton E.—Admin.—Welborn Me- 
morial Baptist Hospital—Evansville, Ind. 

Martina, Sister—Provincial Treas.—Sisters 
aaa of St. Joseph’s—Emmitsburg, 


McGibony, Lt. Col. James T.—Comm. Of- 
ficer — New Tripler General Hospital — 
Honolulu, T. H. 

McNab, Melvin E.—Admin. Dir.—Gotham 
Hospital—New York City 

McPheron, Opal J.— Admin. — Children’s 
Hospital—Louisville 

Meredith, K. S.— Chief Acct. — Montreal 
(Can.) Convalescent Hospital 


Miller, Ruth — Supt. — Milton (Mass.) Hos- 
pital & Convalescent Home 

Moore, Francis J.—Admin. Intern—Huron 
Road Hospital—East Cleveland, Ohio 

Mulloy, Lou B.—Partner—Douglas, Dacre, 
Stone & Lou B. Mulloy, Architects—San 
Francisco 

Murray, Sister Mary Imelda, R.S.M. — 
Obstet. Sup.—St. Joseph’s Mercy Hospital 
—Mason City, Iowa . 

Neff, Mrs. Miriam L.— Admin. Res. — St. 
Barnabas Hospital for Chronic Diseases— 
New York City 

Owens, William D., Jr—Mgr.—vValdese (N. 
C.) General Hospital ; } 

Owings, Nathaniel A.— Architect — Skid- 
more, Owings & Merrill—Chicago 

Patterson, Charles T.—Pur. Agent—Meth- 
odist Hospital—Sioux City, Iowa — 

Peel, E. B—Admin.—Georgia Baptist Hos- 
pital—Atlanta 

Philbrook, Roma—Asst. Supt——Wesley Me- 
morial Hospital—Chicago ; 

Powell, Robert W.—Asst. Supt.—Burlington 
Co. Hospital—Mt. Holly, N. J. 

Pratt, H. C—Pres., Bd. of Trus.—Proctor 
(Vt.) Hospital ; Y 
Quin, Anna B.—Supt. Kasair Crippled Chil- 

dren Hospital—Louisville , 

Reynolds, David Clarke—Admin. Intern— 
Madison (Wis.) General Hospital ; 

Riggs, Robert — Adm. Intern — State Uni- 
versity of Iowa Hospitals, Iowa_City 

Riley, Alfred E., R.N. — Dir. — Carraway 
Methodist Hospital—Birmingham, Ala. 

Robinson, Helen — Health Edu. Specialist 
Agric. Extension Serv., Univ. of Arkansas 
—Little Rock 

Ronka, Ensio, K. F., M.D. — Dir. — Quincy 
(Mass.) City Hospital : 

Rosenfield, Eugene D., M.D.—Asst. Dir.— 
Montefiore Hospital—Bronx, N. Y. 

Selfridge, Jannette W.—The Abbott Hospi- 
tal—Minneapolis 

Sheaffer, George P.—Asst. Supt.—Harris- 
burg (Pa.) Hospital 

Sheppard, C. Parker—Super. of Accts.— 
West Baltimore (Md.) General Hospital 

Sitton, James M.—Hosp. Analyst—Georgia 
Dept. of Public Health—Atlanta 

Skaggs, Allison E. — Partner — Professional 
Management—Battle Creek, Mich. 

Smith, Richard O.—Bus. Admin.—Salem 
(N.J.) County Memorial Hospital 

Smith, Zelma I., R.N.—Supt.—Russell (Kan) 
City Hospital 

Spires, R. B., M.D.—Supt.—Lakeside Clinic 
Hospital—DeFuniak Springs, Fla. 

—T Mrs. Catherine — South Amboy, 


Stubenrauch, Edgar A.—Architect — She- 
boygan, Wis. 

Studdbaker, Glenn R.—U. S. Public Health 
Service, Division of Hospital Facilities— 
Washington, D. C. 

Swanson, R. K.—Supt.—The Swedish Hos- 
pital—Minneapolis 

Tripp, Frank — Supt. — Southern Baptist 
Hospital — New Orleans 

Tynes, D. Lane—Exec. Dir.—Community 
Hospital Service—Louisville 

von Krohn, Rex—Admin. Asst.—Mt. Sinai 
Hospital—Chicago. 

Walker, Mrs. Anne — Exec. Secy. — Mid- 
West Hospital Association — Kansas City 

Wedel, Irwin F.— Asst. Admin. — Salem 
(Ore.) Deaconess Hospital 

Whitaker, R. F.—Supt.—Emory University 
(Ga.) Hospital 

Wilson, Raymond C.—Supt.—Porter Hospi- 
tal—Middlebury, Vt. 

Wood, Frederic M., Jr—Admin.—Park Hos- 
pital—Mason City, Iowa 

Wright, Herbert S.—Supt.—Southeast Mis- 
souri Hospital—Cape Girardeau 

Yaw, Ronald — Supt. — Blodgett Memorial 
Hospital — Grand Rapids, Mich. 














Glyco-HCl 


(Pronounced gly-ko aitch see ell) 


For clinic and private practice prescription of cap- 


sule hydrochloric acid. 


Diglycocoll hydrochloride 


stable, non-deliquescent, convenient, effective. 


Therapeutic suggestions and sample on request 


Burnham Soluble lodine Co., Auburndale 66, Boston, Mass. 
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